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This study examined a mediation model of the relationship between play, process 
variables (child involvement and collaboration), and treatment outcome in a randomized 
clinical trial (RCT) of CBT for childhood anxiety disorders. Additionally, it explored the 
use of play in CBT for children. Participants (N=43; M age = 10.09) took part in a RCT 
which evaluated the effectiveness of an individual cognitive-behavioral treatment (ICBT) 
versus a family cognitive-behavioral treatment (FCBT), for childhood anxiety disorders. 
Archival data (videotaped treatment sessions) at a university based clinic for childhood 
anxiety disorders was coded for treatment interventions (play and cognitive-behavioral) 
and process variables (child involvement and collaboration). The Baron and Kenny 
(1986) model was used to examine the relationship between play, process variables, and 
treatment outcome and to increase understanding of the mediating effect of process 
variables. Results did not support the primary hypotheses that process variables (i.e., 
child involvement and collaboration) would mediate the relationship between play and 
treatment outcome because play was not a predictor of treatment outcome. However, 
exploratory analysis indicated that more play interventions were observed at the start of 
treatment, compared with mid-treatment, and also with younger children (seven to 11), 
compared with older children (12 and 13).  More play interventions were observed during 
individual CBT sessions, compared with family CBT session, although the difference did 
not reach significance. Exploratory analysis provided support for the use of play in CBT 
for childhood anxiety disorders. These findings contribute to endeavors to identify and 
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Play in a CBT Program for Children with Anxiety 
Chapter 1 
Introduction  
 Statement of the problem.  
CBT, including the empirically supported, manualized Coping Cat program, has 
been validated as being efficacious in the treatment of anxiety disorders in children and 
youth (Ishikawa, Okajima, Matsuoka, and Sakano, 2007). CBT has been extensively 
adapted to meet the developmental needs of children, including the integration of play 
interventions into treatment (Friedberg & McClure, 2002; Kendall, Chu, Gifford, Hayes, 
& Nauta, 1998). Despite its efficacy and flexibility, there has been some reluctance to 
accept CBT as the most effective treatment because a significant number of children who 
receive CBT continue to experience anxiety symptoms (Barrett & Farrell, 2009). In 
efforts to improve the efficacy of CBT, an emphasis has been placed on identifying and 
understanding factors (i.e., predictors, mediators, and moderators) associated with 
treatment outcome (Kazdin & Kendall, 1998). Preliminary efforts have demonstrated that 
both child involvement and collaboration are strongly associated with treatment outcome 
in CBT for childhood anxiety disorders (Gorin, 1993; Shirk & Karver, 2003; Karver, 
Handelsman, Fields, & Bickman, 2005; Chu & Kendall, 2004; Tiwari, 2011). Although 
research has demonstrated these variables as being associated with treatment outcome, 
there is a paucity of research which examines play as a potential predictor of treatment 
outcome in CBT with children. In addition, there is a lack of research identifying specific 
mediators which link predictor variables to positive treatment outcomes in CBT (Shirk & 
Saiz, 1992; Creed, 2006).  
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Purpose of the study.  
The main purpose of this current study was to examine the relationship between 
play, process variables (child involvement and collaboration), and treatment outcome in 
the Coping Cat program. Specifically, this study tested the hypothesis that child 
involvement will mediate the relationship between play and treatment outcome. This 
study also tested the hypothesis that collaboration will mediate the relationship between 
play and treatment outcome.  These hypotheses are consistent with empirical research 
which has demonstrated that client involvement and collaboration have been strongly 
associated with treatment outcome (Gorin, 1993; Shirk & Karver, 2003; Karver et al., 
2005; Chu & Kendall, 2004; Tiwari, 2011); literature, as well, has asserted that the 
integration of play into CBT for children has improved treatment (Shelby & Berk, 2009).  
The secondary purpose of this study was to investigate the frequency and impact 
of play interventions and CBT with materials on treatment response in the Coping Cat 
program. Given the deficit of quantitative research examining play in CBT with children 
as well as the importance of identifying active ingredients of empirically supported 










Anxiety Disorders in Children   
Anxiety is one of the most prevalent mental health conditions affecting children and 
adolescents today (Barrett & Farrell, 2009). Anxiety is a state of overwhelming fear, 
dread, and nervousness, which is often accompanied by physiological responses (e.g., 
increased heart rate, sweating, trembling, stomach pain, shortness of breath, etc.) and 
occurs in response to a specific stimuli or circumstance (Rapoport & Ismond, 1996).  
Approximately 15% of children meet diagnostic criteria for an anxiety disorder (Axelson 
& Birmaher, 2001). 
Anxiety disorders present in many forms (Spense, 1998), including excessive fear in 
response to being separated from a primary caregiver or to being away from home 
(Separation Anxiety Disorder; SAD; Diagnostic and Statistical Manual of Mental 
Disorders, DSM-IV-TR, 2000).  In addition, anxiety disorders may present as a pervasive 
feeling of nervousness (Generalized Anxiety Disorder; GAD), pervasive worry or 
avoidance of places or situations from which it is difficult to escape (Agoraphobia), 
recurrence of sudden and intense apprehension and fearfulness accompanied by physical 
symptoms (Panic Disorder), unreasonable and persistent fear of specific objects or 
situations (Specific Phobia [SP]), and persistent fear of social situations (Social Phobia 
[SoP]; (American Psychiatric Association [APA], 2000).  Also, presentation of anxiety 
disorders may include persistent obsessions and compulsive behaviors (Obsessive 
Compulsive Disorder [OCD]), worry or fear in reaction to a traumatic experience (Acute 
Stress Disorder or Post Traumatic Stress Disorder [PTSD]), and anxiety resulting from a 
medical condition (Anxiety Disorder Due to General Medical Condition; APA, 2000).     
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Classification of childhood anxiety disorders in the DSM has evolved dramatically 
since the publication of the first DSM. The DSM-I and DSM-II made minimal effort to 
provide an elaborate classification system for mental disorders (Mayes & Horwitz, 2005). 
However, there was a dramatic transformation in the “diagnostically based” DSM-III 
which provided diagnostic criteria for individual mental disorders (Mayes & Horwitz, 
2005, p. 250). The DSM-III introduced a separate Axis I category labeled, “Disorders 
Usually First Evident in Infancy, Childhood, or Adolescence,” which included three types 
of anxiety disorders: SAD, Avoidant Disorder, and Overanxious Anxiety Disorder (OAD; 
APA, 1980).  In the DSM-IV, OAD and AD were assimilated into the diagnostic 
categories of SoP and GAD (Rapoport & Ismond, 1998). Although SAD is the only 
anxiety disorder currently included in the infancy, childhood, and adolescent section, 
children and adolescents may qualify for adult anxiety disorders, given the fact that the 
same criteria are met (APA, 2000). Although clinicians are permitted to go outside the 
bounds of childhood disorders, it is suggested that clinicians remain sensitive to transient 
developmental fears and anxiety when determining if a child meets the diagnostic criteria 
for an anxiety disorder (Albano, Chorpita, & Barlow, 2003).   
Childhood is a critical period for the development of anxiety symptoms and 
syndromes, ranging from symptoms which are mild and transient to anxiety disorders 
which are fully developed (Beesdo, Knappe, & Pine, 2009). Anxiety symptoms are 
common for children because they often experience a fear of separation, of social 
avoidance, and of  nervousness with transitions (Rapoport & Ismond, 1996). More 
specifically, it is normative for infants between the age of 7 and 12 months to experience 
distress when separated from their primary caregivers (Costello, Egger, & Angold, 2005). 
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This fear of separation usually subsides by the age of 3 (Warren & Sroufe, 2004); 
however, for a subgroup of children, this anxiety continues (Costello et al., 2005).  
Children vulnerable to anxiety may experience increasing symptoms when exposed to 
transitions or challenges (Snyder, Bullard, Wagener, & Leong, 2009), such as 
experiencing a move, divorce, change in schools, or trauma. If not treated, anxiety has a 
long term impact on both social and emotional development (Gosch & Flannery-
Schroeder, 2006).  Children with anxiety are more likely to experience impairments in 
social skills (Banerjee, 2001), in self-esteem (Wood et al., 2006), in attention, and in 
school performance (Straus et al., 1987). Chronic childhood anxiety also becomes a risk 
factor for developing a fully developed anxiety disorder in adulthood (Costello et al., 
2005).  
In addition, research indicates that children with a history of anxiety are also at 
increased risk for developing mood disorders (Bittner et al., 2007; Goodwin et al., 2004) 
and substance abuse disorders (Kendall et al., 2003) during adolescence and early 
adulthood. Goodwin et al. (2004) investigated the relationship between anxious behaviors 
exhibited at the age of 8 and the development of internalizing disorders during 
adolescence and young adulthood. Participants included 1,265 children originally 
included in the Christchurch Health and Development Study who were studied at birth, at 
4 months, at 1 year, at annual interviews to age 16 years, and at ages 18 and 21 years. 
Information was obtained from a variety of sources including parental interview, self-
report, teacher report, psychometric assessment, medical and police records. Results 
indicated that at ages 16 to 18, those early anxious behaviors were now associated with 
increased rates of SoP, SP, and major depression. A similar pattern was observed at ages 
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18 to 21; increasing anxious/ withdrawn behavior was now associated with increased 
rates of SoP, SP, panic/ agoraphobia, and major depressive disorder. Overall, results 
demonstrated that children with a history of anxiety are at increased risk for both anxiety 
and depression during adolescence and early adulthood.   
In a more recent study, Bittner et al. (2007) examined the association between 
childhood anxiety disorders and adolescent psychiatric disorders. Participants included 
3,896 children originally included in the Great Smokey Mountain Study. Three cohorts of 
children, 9, 11, and 13 years, and their parents were included in the first assessment and 
received annual assessments until the age of 16 years. Results indicated that childhood 
SAD predicted adolescent SAD; that childhood OAD was associated with adolescent 
OAD, panic attacks, depression, and conduct disorder, and that childhood SoP was 
associated with adolescent OAD, SP, and ADHD. It was noted that the GSMS sample 
was drawn from a small rural area of the southeastern Unites States and may not be 
representative of the entire population. Despite limitations, results supported previous 
findings that childhood anxiety disorders were strong predictors of anxiety and mood 
disorders in later development. Given the secondary symptoms and risk factors associated 
with childhood anxiety disorders, emphasis has been placed on their treatment. 
Cognitive-behavioral therapy (CBT) has been demonstrated to be effective in the 
treatment of anxiety disorders in children (Manassis et al., 2002; Bernstein, Bernat, 
Victor, & Layne, 2008; Bernstein, Layne, Egan, & Tennison, 2005; Cobham, Dadds, 





Cognitive-Behavioral Therapy  
CBT is based on the underlying theoretical rationale that a client’s thoughts or views 
of an event largely influence his or her emotions and behaviors (Beck, 1995). CBT 
conceptualizes anxiety disorders as maladaptive patterns of perceiving the environment in 
an anxious or fearful manner as well as maladaptive patterns of responding to the 
environment - usually through escape and avoidance (Hazlett-Stevens, 2008). These 
maladaptive patterns are modified through cognitive-behavioral interventions. Cognitive 
interventions apply logic to dsyfunctional thoughts, and behavioral interventions test 
these dysfunctional thoughts in order to teach more adaptive skills through various 
activities (e.g., skills training and exposure). These cognitive-behavioral interventions 
lead to more adaptive thoughts and behaviors which, ultimately, lead to improved mood 
and behavior (Beck, 1995; Beck & Weishaar, 2000). The effectiveness of CBT 
interventions in improving treatment outcome in anxiety disorders has been validated 
through empirical research (Silverman, Pina, & Viswerveran, 2008).  
Empirical Evidence for CBT  
The American Psychological Association has promoted the use of empirically 
supported treatments (EST; Gosch et al., 2006). ESTs are defined as “clearly specified 
psychological treatments shown to be efficacious in controlled research within a 
delineated population.” (Chambliss & Hollon, 1998, p.7). The development of ESTs 
marks a major advance for anxiety disorders in children and youth (Kendall, Robin, 
Hedtke, Suveg, Flannery-Schroeder & Gosch, 2005). Numerous studies, including 
randomized controlled trials, have validated CBT as being efficacious in the treatment of 
anxiety disorders in children and youth. 
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Ishikawa, Okajima, Matsuoka, and Sakano (2007) completed a meta-analysis 
examining the efficacy of CBT for childhood anxiety and comparing individual CBT 
(ICBT) to group CBT (GCBT) with a family component. This meta-analysis included 20 
RCT studies completed over a 10-year period.  The effect size (ES) of CBT was 0.68 
when compared to a no treatment group. The effects were maintained for up to two years 
post treatment, indicating that CBT is an effective treatment for childhood anxiety. There 
was minimal difference in effect size when comparing short (10 sessions or less) to 
traditional (12 – 15 sessions) CBT and when comparing GCBT to ICBT, suggesting that 
short term and GCBT were not only cost efficient, but also efficacious in the treatment of 
childhood anxiety. Overall, CBT was proven to be effective in the treatment of children 
and youth with anxiety disorders regardless of its length or mode of delivery.  
The highly disseminated manualized CBT program, entitled Coping Cat (Kendall, 
1990), as well as other treatments modeled after this program, have shown to be effective 
in the treatment of childhood anxiety disorders (Bernstein et al., 2008; Bernstein et al., 
2005; Cobham, et al., 2010; Hirshfeld-Becker et al.., 2010; Manassis et al., 2002; Wood 
et al., 2006). Several randomized control trials (RCT) studies have validated the Coping 
Cat program as being efficacious in the treatment of anxiety disorders in children and 
youth. 
Individual CBT. 
The first RCT that tested the efficacy of the Coping Cat program was conducted 
by Kendall (1994). Participants included forty-seven children, ages 8 to 13 that had 
anxiety disorders. Using the Anxiety Disorder Interview Schedule (ADIS; Silverman & 
Nelles, 1988) participants received diagnoses of SAD, GAD, and/ or SoP. Children were 
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randomly assigned to the CBT treatment or to an 8-week wait-list control condition. 
Treatment followed the manualized Coping Cat program, which included an 8 week 
psycho-education and skills training component as well as an 8 week in-vivo exposure 
component. At post treatment, significant improvements were noted for children who 
participated in the CBT treatment, compared with the children in the wait-list control 
condition. Results from the ADIS indicated that 66% of children who received CBT 
treatment no longer met the criteria for the primary anxiety diagnosis. At a 1-year follow 
up improvements were maintained.  
In a further follow-up study, Kendall and Southam-Gerow (1996) investigated 
whether or not treatment gains were maintained. The follow up study included thirty-six 
of the original forty-seven children. These 36 children were reassessed within an average 
of 3.5 years following the 1994 RCT. Results indicated that treatment gains were 
maintained.  
A second RCT by Kendall et al. (1997) also indicated positive treatment gains 
following the Coping Cat program. Participants included ninety-four children, ages 9 
through 13 with anxiety disorders, who received the CBT treatment or were in an 8-week 
wait-list control condition. At post treatment, results indicated that up to 70 percent of 
children in the treatment group no longer met the criteria for the primary anxiety 
disorder. Treatment gains were not only maintained at a 1-year follow up (Kendall et al., 
1997), but were also maintained at 7.4 year follow up (Kendall, Safford, Flannery-





Individual and family CBT. 
A third RCT conducted by Kendall, Hudson, Gosch, Flannery-Schroeder, and 
Suveg (2008) compared different treatment modalities of the Coping Cat program. 
Participants included 161 children and youth, ages 7-14, with a primary anxiety disorder. 
Participants were randomly assigned to one of three treatment methods. Treatments 
included ICBT and FCBT. A family-based education/ support/ attention (FESA) modality 
served as an active control. All treatment methods included 16 weekly, 60-minute 
sessions. ICBT was conducted primarily with the child and the other two treatment 
methods, FCBT and FESA, included the child and parent. The FCBT approach 
encouraged parents to be more active in the treatment process including participation in 
weekly sessions. Participation in weekly sessions gave parents the opportunity to practice 
communication skills, participate in comprehensive psychoeducation and skills training 
for anxiety disorders, apply learned skills to their own maladaptive thoughts and 
behaviors, and support their child in the mastery of learned skills. The FESA method 
provided therapeutic support, attention, and psychoeducation about anxiety. The ICBT 
followed the Coping Cat manual and the Coping Cat Workbook, and the FCBT followed 
a manual designed for anxious children and their respective families (Howard, Chu, 
Krain, Marrs-Garcia, & Kendall, 2000). The FESA method followed a manual for family 
education, support, and attention for children with anxiety (Krain, Hudson, Choudhury, & 
Kendall, 2000) and utilized a workbook to engage children while providing 
psychoeducation on child anxiety. At post treatment, children receiving ICBT and FCBT 
demonstrated significant reductions in anxiety symptoms, compared with the children 
involved in the FESA method. The authors concluded that ICBT and FCBT were 
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comparable treatments. Overall, the Coping Cat program (Kendall, 1990) has been 
demonstrated to be efficacious in the treatment of childhood anxiety disorders. Part of 
this success is attributable to the flexibility in the dissemination of treatment.   
Flexibility in a CBT Manualized Program 
The Coping Cat program is manualized, making the program easy to disseminate 
and utilize (Albano & Kendall, 2002). However, several recommendations are suggested 
to help clinicians implement the treatment program in a proficient and effective manner. 
Specific recommendations include having a comprehensive understanding of the 
cognitive-behavioral treatment model as well as the therapeutic elements involved in 
successfully facilitating the treatment process (e.g., alliance; Kendall et al., 1998). It is 
also recommended that the manual be used as a guide, in a flexible manner, in order to 
achieve the child’s individualized treatment goals (Kendall et al., 1998). Clinicians are 
encouraged to modify treatment to appropriately address specific issues related to various 
anxiety disorders (i.e., GAD, SAD, SoP, and Selective Mutism) as well as frequent 
comorbid diagnoses (i.e., Depression and ADHD; Grover, Hughes, Bergman, & Kingery, 
2006). For example, it is recommended that clinicians emphasize parental involvement 
during sessions for children with SAD, social skills training for children with SoP, 
relaxation skills training and imaginal exposure for children with GAD, and multiple 
methods such as stimulus fading, shaping, and self-modeling to facilitate speech for 
children with selective mutism (Kendall, Aschenbrand, & Hudson, 2003; Kendall et al., 
2005; Grover et al., 2006). Recommendations for comorbid disorders include pleasant 
event scheduling for children with depression and modifying treatment length and 
content for children with attention deficit hyperactivity disorder (ADHD; Grover et al., 
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2006). Clinicians are also encouraged to assess the chronological age, and of more 
importance, the developmental level, in order to implement the Coping Cat treatment 
program successfully (Beidas, Benjamin, Puleo, Edmunds, & Kendall, 2010).  
Child Development  
Increasing efforts have been made to integrate developmental theory into the use 
of CBT with children (Knell, 1993; Kendall et al., 1998; Friedberg & McClure, 2002). 
However, such efforts have been primarily within the context of Piaget’s model of 
cognitive development (Kinnery, 1991; Grave & Blisset, 2004).  Given the 
multidimensional nature of child development, the integration of developmental theory 
into CBT with children should include not only cognitive development, but also social-
cognitive, linguistic, emotional, and psychosocial theories of development (Shirk & Saiz, 
1992).   
Cognitive development. 
Piaget’s (1964) stage model of cognitive development identifies three stages 
during childhood and adolescence: preoperational, concrete operational and formal 
operational. Pre operational children, from ages 2 to 7, experience egocentrism, which 
makes it difficult for them to see things from the perspectives of others. During this stage, 
children also develop symbolic thinking, allowing them to use symbols to mentally 
represent and communicate about things that are not present (Piaget, 1964). Symbolic 
thinking is evident in symbolic or pretend play – a type of play in which a person, object, 
or action symbolizes something else (Sigelman & Rider, 2006). This is the primary form 
of play used by children between the ages of 2 and 6 (Piaget, 1962). Initially, young 
children, between 1 and 2, demonstrate pretend play by using a toy which represents a 
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similar real life object (e.g., a child pretends to talk on the telephone using a toy 
telephone). As children enter into the preoperational stage, at approximately 2 years old, 
they begin to engage in substitute pretend play by using an object which represents an 
unrelated real life object (e.g., a child pretends to talk on the telephone using a carrot). 
Pretend play becomes more frequent and sophisticated as children get older (Sigelman & 
Rider, 2006).  As children enter into preschool, between the ages of 3 and 4, they begin to 
participate in sociodramatic play – a type of play which involves playing parts or taking 
roles (Bee & Boyd, 2003). Sociodramatic play allows them to develop an understanding 
of expectations about how to behave while playing a part or role (Bee & Boyd, 2003). 
Children, between the ages of 5 and 6, continue to develop an understanding for rules in 
pretend play and formal games as they engage in rule-governed play (Bee & Boyd, 
2003). This recognition and understanding of rules indicates a transition into the concrete 
operational stage (Piaget & Inhelder, 1969). 
Concrete, operational children, ages 7 to approximately 11, are not only able to 
engage in symbolic thinking, but also are able to manipulate symbols mentally (e.g., 
adding and subtracting; Piaget, 1964 Sigelman & Rider, 2006). Although children in this 
stage are able to manipulate concepts that are real and easily imaginable, they have 
difficulty manipulating abstract concepts (i.e., unrealistic hypothetical situations; Piaget, 
1964; Sigelman & Rider, 2006). This concrete thinking, along with the ability to 
cooperate and follow rules in a school setting, lends itself to organized games with rules 
(Sigelman & Rider, 2006). Older children, who are entering the formal operational stage, 
develop a more flexible approach to games with rules because they understand the rules 
14 
 
can be changed, given the fact that all the players are in agreement (Sigelman & Rider, 
2006).  
Formal operational children, ages 12 and older, are able to think systematically 
about problems, hypothetical ideas, and abstract concepts (Sigelman & Rider, 2006). 
These skills allow them to apply problem solving, mentally, to hypothetical situations. 
Piaget’s stage model of cognitive development continues to be influential in the field of 
child development and CBT for children.  However, current thinking is moving away 
from the belief that cognitive development occurs in discrete, fixed stages to a belief that 
cognitive skills develop at various rates for children and may differ across settings (Grave 
& Blisset, 2004).  This is evident in the literature on social understanding and reasoning 
(Kinney, 1991).  
Social-cognitive development.  
Selman (1980) proposed a theory of social perspective-taking to explain manner 
in which children develop social-cognitive thought structures. Social-cognitive thinking 
is best understood by initially exploring the concept of theory of mind. Theory of mind 
allows children to comprehend the concept that others have “desires, beliefs, and 
intentions,” which influence their actions (Sigelman & Rider, 2006, p. 374). Play, 
particularly play which involves social interactions, requires theory of mind (Sigelman & 
Rider, 2006). The development of theory of mind begins at approximately 2 years and 
continues to develop throughout adolescence (Astinger & Edwards, 2010). The 
development of theory of mind underlies the development of perspective-taking 
(Sigelman & Rider, 2006). 
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According to Selman (1980), children develop social perspective-taking over the 
course of five stages. These stages are less discrete than those initially presented by 
Piaget. Young children, ages 3 to 6, are in the first stage, the egocentric and 
undifferentiated stage, and are capable of recognizing the feelings of themselves and 
others. Young children demonstrate perspective-taking during pretend play (e.g., child 
comforting the crying baby doll; Sigelman & Rider, 2006). Children between the ages of 
approximately 5 to 9 are in the second stage, the subjective perspective-taking stage. 
During this stage, children are capable of understanding the differences between their 
experiences and those of others, but vacillate in their abilities to understand the 
perspectives of others. The 7 year-old girl can be observed comforting a peer who 
appears upset after losing a game and, in another instance, appearing not to understand 
the reason why excluding a peer from a game is unkind. Children who are between ages 
of approximately 7 to 12 are in the self-reflective, role-taking stage and are able to 
understand the thoughts, feelings, and behaviors of others. Children in this stage also 
realize that others are capable of the same thing. During this stage, the participation in 
rule-governed play and activities (e.g., sports) provide additional opportunities for 
perspective-taking (Sigelman & Rider, 2006). Adolescents who are between 
approximately 10 to 15 years of age are in the mutual perspective-taking stage, and are 
able to consider the perspective of a situation from that of a third, impartial party.  
Adolescents during this stage continue the ability to think about their feelings and 





Language and play development.  
The development of language and play are “mutually reinforcing and follow 
parallel courses,” particularly during early childhood (Sauly, Yount, Kelly-Vancel, & 
Ryalls, 2011, p. 106). Language development begins with babies cooing and babbling 
between 2 and 6 months and speaking their first words at approximately 12 months (Bee 
& Boyd, 2003). During this time, infants engage in forms of play that are more self-
directed (e.g., unoccupied play and solitary play; Parten, 1933). Toddlers experience a 
vocabulary spurt at approximately 18 months and begin to use simple sentences between 
2 and 3 years of age (Sigelman & Rider, 2006). As language develops, children begin to 
engage in forms of play that are more interactive (e.g., onlooker play, parallel play, 
associative play, and cooperative play) although they continue to engage in solitary play 
(Parten, 1933). Through both solitary and interactive play, children can practice and 
enhance current language skills (Athanasiou, 2007). During onlooker play, the child can 
be observed using language (e.g., “Can I play?”) to gain entry into the play group (Parten, 
1933). During parallel play, which is characterized by children playing next to one 
another with minimal or no interaction (Sigelman & Rider, 2006), children can also be 
observed using communication and language skills. As language and social skills 
develop, play becomes more interactive. During associative play, a form of play marked 
both by parallel play and by spontaneous interaction (Bee & Boyd, 2003), children are 
likely to use these language skills to engage their playmates. By the ages of 3 and 4, 
children began to participate in cooperative play – a play that is characterized by children 
working together to accomplish a common goal (Bee & Boyd, 2003). By the age of 5, 
children are able to use sentences similar to those of adults, and to communicate more 
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easily (Sigelman & Rider, 2006). During cooperative play, children use their expanded 
language skills to achieve a mutual goal, clarify rules, and work through problems that 
may arise. Just as language facilitates play, play provides the opportunity to use and 
refine language skills. Play encourages development in language, introduces and 
simplifies new words and concepts, stimulates the use and practice of language, develops 
meta-linguistic awareness, and stimulates verbal thinking (Frost, 1992). Day-to-day 
social interactions with adults, siblings, and peers facilitate communication and language 
development (e.g., while playing, the parent adjusts her language within the child’s zone 
of proximal development (Vygotsky, 1978). Overall, the development of language, as 
well as play, provides an instrument for social, emotional, and personal development 
(Eggen & Kauchak, 2004).   
Emotional development. 
Emotional development during childhood is marked by the expression, 
understanding, and regulation of emotion.  During early childhood, the development of 
language and the development of theory of mind establish a foundation for the 
development of emotional expression, understanding, and regulation of emotions.  
Emotional expression.  
Through the process of language development and interpersonal experiences, 
preschoolers develop a vocabulary of emotions and between the ages of 2 and 4, begin to 
express emotions (Denham, 1998). By the age of 3, children have a repertoire of basic 
emotions (e.g., happy, sad, mad, and scared (Denham, 1998). A 3 year-old is able to point 
out the face of someone who is happy or sad in a children’s book. Parallel to the 
development of language, preschoolers are capable of identifying and labeling emotional 
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expressions by the age of 5 (Denham, 1998). This ability to identify and express emotions 
is facilitated by interactions with parents who model and provide guidance on the 
expression of emotions and also by playing with siblings and peers (Astinger & Edwards, 
2010). Through cognitive, social-cognitive, and personal development, children continue 
to develop an understanding of the nuance and complexity of emotional expression and 
emotional understanding (Saarni, 1999).   
Emotional understanding.  
During childhood, language and cognitive development facilitate emotional 
understanding.  Emotional understanding involves the development of skills to identify, 
label, and understand the causes and consequences of emotional situations (Kinger et al., 
2006). Preschool children between the ages of 1 and 5 develop the cognitive and 
language skills necessary to understand and express various aspects of their emotions and 
the emotions of others (Kinergy et al., 2006). A 5 year-old may initially express 
happiness with winning a board game, then make a comforting statement for the other 
player that lost (e.g., “It’s ok. You’re the second winner!”). Given the development of 
theory of mind by the age of 5, children are able to discriminate the emotions of others, 
use expressions to elicit reinforcement, have an emotional response to self-appraisal, and 
express the emotions of others (Sarrni, 1999). By the age of 5, children also begin to use 
emotion regulation. 
  Emotional regulation.  
 Emotion regulation is the ability to manage emotional experiences, given the 
expectations of the environment (Kingery et al., 2006). As children develop cognitive 
skills, they are able to make a connection between thoughts and emotions and between 
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behavior and consequences (Doherr, Reynolds, Wetherly, & Evans, 2005). Preschoolers 
begin to use emotion regulation and, as they enter school, they begin to develop various 
emotion regulation strategies (Saarni, 1999). This ability to regulate emotions is 
necessary to cope with the success and failure while playing games with others 
(Schaeffer & O’Conner, 1983). Adolescents increasingly integrate cognitive skills (e.g., 
problem solving) in the application of emotion regulation to cope with emotionally 
charged, stressful situations (Saarni, 1998). Similar to emotion expression, emotion 
regulation is shaped by cultural norms which determine the appropriate type, amount, 
intensity, and duration of emotions (Gordon, 1989). Overall, emotional development is 
shaped by social, cognitive, and language development. 
Psychosocial development.  
Erikson (1969) believed that self-concept and personality developed according to 
sequential stages, each marked by “a psychological challenge that presents opportunities 
for development.” (Eggen & Kauchak, 2004). The resolution of this crisis increases the 
likelihood of resolving the crisis at the next stage (Eggen & Kauchak, 2004). Preschool 
children are in the initiative versus guilt stage. During this stage, preschool children tend 
to explore and take on new challenges. Those children that are encouraged and rewarded, 
particularly by their parents, continue to take initiative, whereas  children who are 
criticized or prohibited from exploring new challenges experience a sense of  guilt 
(Erikson, 1980). During this time, self-concept, or appraisal of competence, is concrete 
and usually defined by physical qualities, performance, and social acceptance (Eggen & 
Kauchak, 2004; Sigelman & Rider, 2006). A child’s appraisal of him or herself can be 
observed through play (e.g., young child playing with doll refers to the doll as being a 
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bad girl). Self-esteem, the emotional reaction to one’s self-appraisal, is influenced by 
self-concept and feedback from social supports (e.g., parents; Sigelman & Rider, 2006). 
Self-esteem, during this time, is usually inflated, given an unrealistically positive self-
concept and considerable positive feedback from their parents (Eggen & Kauchak, 2004).    
During middle childhood, children are in the industry versus inferiority stage. 
During this stage, school-aged children develop a sense of competency through the 
achievement of challenging tasks (Erikson, 1980). This is evident in the increased interest 
in competitive sports and activities during middle childhood.  Children who experience 
repeated failure on challenging tasks experience a sense of inferiority (Erikson, 1980). 
Throughout this time, particularly around age eight, self-concept is defined not only by 
competency in school and social acceptance, but is also defined by other traits including 
physical appearance, behavior, and athletic performance (Sigelman & Rider, 2006). 
Around 7 or 8, children also begin to use psychological traits to describe themselves and 
others (Sigelman & Rider, 2006). Throughout this time, the self-concept and self-esteem 
of children in middle childhood becomes more realistic and is influenced by feedback 
from parents, teachers, and peers (Sigelman & Rider, 2006). Children continue to use 
their parents for support and affection; however, there is an increasing importance of peer 
relationships (Bee & Boyd, 2003). These peer relationships, and socialization in general, 
are influenced by children’s social-emotional development.  
During adolescence, young people are in the identity versus role confusion stage. 
In the course of this stage, adolescents experience a consciousness of their identities as 
they begin experiencing rapid physical and sexual changes, the internal drives for 
autonomy, and overwhelming choices of future roles (e.g., occupational, sexual, 
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religious, etc.; Bee & Boyd, 2003; Erikson, 1969). These changes create a loss of 
identity. In order to rebuild their sense of identity, adolescents must first evaluate 
previously held parental values and beliefs and then make choices and commitments to 
new personal values, beliefs, future roles, and goals (Blisker & Marcia, 1988). Minority 
adolescents also begin to explore their ethnic identities, which involves an evaluation of 
their specific group and other groups, a judgment about these groups, and a commitment 
to a specific group’s customs, values, and beliefs (Bee & Boyd, 2003). Throughout this 
time, self-concept becomes increasingly multifaceted. Given the exploration of identity, 
along with cognitive development, self-concept is shaped by more abstract concepts (e.g., 
values, morals, and beliefs), assessment of competencies in various domains, and various 
social roles (Sigelman & Rider, 2006). At the start of adolescence, there is an increase in 
peer group conformity, influenced by their identity crises and declines in self-esteem 
(Bee & Boyd, 2003). During early adolescence, adolescents also become increasingly 
self-aware (Sigelman & Rider, 2006). This increased self-awareness and belief in an 
imaginary audience contribute to self- consciousness (Elkind, 1967; Sigelman & Rider, 
2006). Self- concept also becomes increasingly differentiated because adolescents are 
able to appraise and develop a self-perception in separate areas of their lives (Sigelman & 
Rider, 2006). During adolescence, social relationships also become differentiated as 
adolescents have relationships with parents, siblings, teachers, coaches, friends, and 
romantic partners (Bee & Boyd, 2003). Adolescents begin to view themselves not only as 
children or siblings, but also as a friends, best friends, partners, students, and players. 
Each adolescent then integrates these various self-concepts to develop an ultimate self-
portrait of him or herself (Sigelman & Rider, 2006). As each adolescent develops a 
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positive self-concept, develops a sense of identity, and become more autonomous, his or 
her self-esteem increases at a steady rate throughout this period (Bee & Boyd, 2003; 
Eggen & Kauchak, 2004; Sigelman & Rider, 2006).   
Given the multifaceted and reciprocal nature of child development, there are 
apparent reasons why child therapists should assess child development at the onset of 
treatment and allow their findings to guide treatment goals and interventions.  The 
integration of various developmental theories into the evaluation and treatment is 
recommended for CBT with children (Grave & Blissett, 2004). There has been 
considerable effort to respond to this recommendation and tailor CBT for children 
(Friedberg & McClure, 2002), including CBT for children with anxiety (Kendall et al., 
1998).  
Developmentally Appropriate CBT for Anxious Children  
Given the significant developmental differences and research findings which 
indicates variability in successful treatment outcomes across age groups (Beidas et al., 
2010), efforts have been made to make age appropriate CBT programs for children in 
early childhood, middle childhood, and adolescence. Kendall’s Coping Cat program 
(1990), developed for children ages 7 to 13, has been modified for both younger children 
(e.g., the Being Brave program; Hirshfeld et al., 2010) and older children (e.g., the 
C.A.T. program; Kendall, Choudhury, Hudson, & Webb, 2002). Emphasis has been 
placed on using flexibility when implementing these manualized programs including 
implementing interventions in a developmentally appropriate manner and  using 
creativity in the implementation of interventions for all age groups (Kendall et al., 1998). 
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This is evident in several treatment components, including affective education, cognitive 
restructuring, and skills training (Kingery et al., 2006).   
Affective education is emphasized in early treatment in order to assess and 
facilitate emotional development (Kingery et al., 2006). Given the fact that there is more 
concrete thinking and a more limited vocabulary of feeling words in younger children 
(Piaget, 1964; Saarni, 1999), it is more likely that younger children, rather than older 
children will benefit from materials and activities to make the concept of feelings and 
emotions concrete. Although there is an abundance of materials that can be used to 
facilitate this process, recommendations include visual aids with feeling faces (e.g., 
thermometer for rating emotions, feeling face poster, magazine pictures, and books; 
Chorpita, 2007; Friedberg & Mcclure, 2002; Kendall, 1990; Kingery et al., 2006, Podell, 
Martin, & Kendall, 2009). Given the fact that older children and adolescent are usually 
more capable of abstract thinking, have more sophisticated language skills, and are more 
emotionally developed than younger children (Bee & Boyd, 2003; Piaget, 1964; Saarni, 
1999), recommendations include worksheets (e.g., sentence starters), role play activities, 
and games (e.g., “Feeling Charades”; Freidberg & McClure, 2002; Kendall, 1990; 
Kingery et al., 2006; Podell et al., 2009). In order to facilitate emotional understanding, 
therapists can use stories, worksheets, and role play to assist children in identifying, 
understanding, and communicating the feelings of others (Friedberg & McClure, 2002). 
The use of role play, which also facilitates emotional understanding, can also be more 
developmentally appropriate for older children and adolescents.  
Cognitive restructuring is also a core component of CBT (Kingery et al., 2006). 
This component involves identifying automatic thoughts, recognizing the relationship 
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between thoughts, emotions, and behaviors, and identifying and utilizing more realistic, 
positive thoughts. Younger children are more likely to benefit from materials that make 
the concept of thoughts and the process of restructuring negative thoughts more concrete. 
In order to assist children with identifying and connecting automatic thoughts and 
emotions, it is often recommended that the therapist use a worksheet with a thought 
bubble floating over a cartoon face or figure (Kendall, 1990). Friedberg and McClure 
(2002) recommend the use of an activity, My Butterfly Thought, to illustrate the process 
of changing a dysfunctional thought into an adaptive thought. This exercise, similar to the 
widely used Dysfunctional Thought Record (DTR), uses a worksheet with columns, 
along with a butterfly analogy to illustrate this process (i.e., the caterpillar, which 
represents the dysfunctional thought, changes into a butterfly, which represents the 
adaptive thought; Friedberg & McClure, 2002). A more sophisticated version of the DTR 
is likely to be developmentally appropriate for adolescents; however, the DTR should be 
broken down into manageable parts. In addition, diagrams may be beneficial when 
challenging maladaptive thoughts (e.g., rational analysis continuum; Friedberg & 
McClure, 2002). Other cognitive interventions, such as examining the evidence for a 
belief, can be adapted for children and adolescents. The process of examining the 
evidence for belief can be made more concrete for a child by using a worksheet that has a 
picture of a detective who is looking for clues to prove or dispute thoughts (Kingery et 
al., 2006). This process can be explored with an adolescent through a role play in which 
the adolescent pretends to be an attorney.  
Skills training, another essential component to CBT can also be presented in a 
developmentally appropriate and creative manner for children and adolescents. Problem 
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solving, a skill that can be applied more abstractly by older adolescents, can be adapted 
for children and younger adolescents through the use of worksheets and materials (e.g., 
paper, markers, crayons, dry eraser board, chalk board, or flip chart).  Given development 
in abstract thinking and emotion regulation, adolescents are more capable of engaging in 
relaxation exercises which are similar to those used with adults (Friedberg & McClure, 
2002). Given limitations in abstract thinking, emotion regulation, vocabulary, and 
attention span, children benefit from the integration of creative, relatable, and concrete 
concepts into relaxation exercises. Koeppen (1974) developed relaxation exercises for 
children, which allow them to pretend to engage in familiar experiences (e.g., squeezing a 
lemon) or pretend to be familiar animals (e.g., pretending to stretch like a cat) that can be 
easily constructed.  
In summary, interventions need to take into account the unique developmental 
characteristics and interests of the child (Sauter, Heyne, & Westenberg, 2009). CBT 
programs for anxious children, particularly those designed for younger children, have 
changed the presentation of material to make it developmentally appropriate. This 
includes the use of materials (e.g., workbook, flip chart or dry erase board, paper and 
makers, etc.), activities, and games to make material both appropriate and engaging. 
Kendall’s (1990) Coping Cat program incorporates games to aid in establishing a rapport 
with the child, to engage the child in an intervention, and to reinforce participation. Given 
the fact that play is a natural part of child development (Knell, 1993) and the positive 
reaction of children to cognitive-behavioral interventions implemented in a creative 
manner (Grave & Blissett, 2004), there are apparent reasons why cognitive-behavioral 




The Association for Play Therapy (APT; 2011) defines play therapy as, “The 
systematic use of a theoretical model to establish an interpersonal process wherein trained 
play therapists use the therapeutic powers of play to help clients prevent or resolve 
psychosocial difficulties and achieve optimal growth and development.”  Play is a 
developmentally appropriate method of communication for children (Dougherty & Ray, 
2007). As asserted by Axline (1947), a pioneer in play therapy, “Play therapy is based 
upon the fact that play is the child’s natural medium of self-expression.” (p. 9). This is an 
ongoing principle for play therapists. Contemporary play therapist, Knell (1993), affirms 
that the child’s play is an expression of “feelings, conflicts, thoughts, and perception of 
reality” (Knell, 1993, p. 8). Aside from its natural form of expression (Schaeffer & 
Drewes, 2009) play also aids in establishing a working relationship with children, 
particularly for those that lack verbal skills (Haworth, 1964). In addition to self-
expression and rapport building, Schaefer (1999) identified additional change 
mechanisms inherent in play therapy including stress inoculation, control, competence, 
counterconditioning of negative affect, direct and indirect teaching, and behavioral 
rehearsal. Thus, through play, children are able to develop language, cognitive, social, 
and emotional skills (Valentino, Cicchetti, Toth, & Rogosch, 2011). Certainly, the utility 
of play therapy varies according to the theoretical orientation of the therapist (Green & 
Christensen, 2006).  Play therapy has evolved over the past 100 years and includes a 
variety of theoretical approaches (Landreth, Dee, & Bratton, 2009), including 
psychoanalytic play therapy (Freud, 1965; Klein, 1932; Lowenfeld, 1935/70), structured 
goal-oriented therapy (Hambridge, 1955), nondirective play therapy (Axline, 1969), 
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child-centered play therapy (Landreth, 2002), filial play therapy (B. Guerney, 1964), and, 
the more recent, cognitive-behavioral play therapy (CBPT; Knell, 1993). 
Psychoanalytic play therapy.  
The use of play as a therapeutic intervention was first introduced in child 
psychoanalytic therapy by Anna Freud (1926), Melanie Klein (1932), and Margaret 
Lowenfeld (1935/70).  Psychoanalysis regards play as an expression of impulses and 
thoughts suppressed in the unconscious (Lowenfeld, 1938).  For Anna Freud, play was 
viewed as a means of nurturing the therapeutic relationship (Knell, 1993). For Melanie 
Klein, play was a means of expressing the unconscious (Esman, 1983) and corresponded 
to free associations of adults (Russ, 1998). Naturally, play was used for divergent 
purposes for these two therapists, given that Anna Freud largely worked with older 
children with more advanced verbal skills and Melanie Klein worked primarily with 
younger children with more limited verbal skills (Knell, 1993). Lowenfeld worked with 
children at the extremes of the behavior continuum, from children who were inhibited 
and lacked the skills for play to children who were hyperactive and lacked the skills to 
attend and focus (Irwin, 1983). Lowenfeld found sand play to be effective in helping 
these subpopulations of children in externalizing undeveloped fantasies (Irwin, 1983). 
Despite the difference in use, play became established as a functional therapeutic tool for 
children which aided in catharsis, communication, and rapport building.  
Structured play therapy.  
Structured therapy, a more goal-oriented therapy, emerged in the late 1950s 
(Hambridge, 1955). Structured therapy emerged from the psychoanalytic framework and, 
in part, believed in the cathartic value of play (Schaefer, 1983). The child was able to 
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work through conflicts by repeatedly reenacting a conflict using play materials (Knell, 
1993). Unlike analytic therapies, therapists in structured therapy had a more active role in 
determining the course and focus of therapy and therapy was, overall, more goal directed 
(Knell, 1993).   
Nondirective play therapy.  
Nondirective therapy, developed by Virginia M. Axline in the 1940s, saw play as 
a natural means of self-expression (Axline, 1969). Largely influenced by the philosophy 
of Carl Rogers, Axline’s principles encouraged therapists to develop a warm and caring 
relationship with the child, create a safe environment where the child feels free to express 
him or herself, accept the gradual process of the therapeutic relationship, accept the child 
completely, and trust the child’s direction (Axline, 1969).  Given this “complete 
acceptance and permissiveness to be him or herself and the opportunity for play, the child 
plays out feeling and problems and, ultimately, experiences growth and self-realization 
(Axline, 1969, p. 17).  
Child-centered play therapy.  
Guided by Axline’s nondirective play therapy, Gary Landreth developed child-
centered play therapy (CCPT). Similarly, children are viewed as a having an inherent 
drive toward self-actualization (Landreth, 2002); however, traumatic experiences inhibit 
this natural drive toward maturation (Cochran, Nordling, & Cochran 2010). CCPT 
provides the child with an opportunity to use play to express his/her feelings and 
experiences (Dougherty & Ray, 2007) and provides the ideal setting for regrowth 
(Cochran et al., 2010). CCPT focuses on what the child is capable of becoming (Landreth 
& Sweeney, 1999).  Although behavior is goal directed toward self-actualization, present 
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behavior is viewed as an expression of the child’s present sense of self (Landreth & 
Sweeney, 1999). The play therapist attends to the child’s experience with “empathic 
acceptance” (Cochran et al., 2010, p. 5) and “relates to the child in ways that release the 
child’s inner directional, constructive, forward moving, creative, and self-healing power” 
(Landreth & Sweeney, 1999, p. 17).  
Filial play therapy.   
Also ascribing to the therapeutic principles of Carl Rogers and the play therapy 
principles of Virginia Axline, Bernard Guerney (1964), a CCPT, developed filial therapy 
in the early 1960s.  In response to the shortage of therapists available to provide treatment 
to children, Bernard Guerney was the first to develop a model for training parents in 
CCPT (L. Guerney, 2000).  Filial therapy applies the concepts of CCPT to the parent-
child relationship in a manner that is similar to the play therapist-child relationship (L. 
Guerney, 2003).  Filial therapy teaches parents the skills that allow them to become 
therapeutic agents in working through their child’s social, emotional, and behavioral 
issues (Vafa & Ismail, 2009). In this training program, parents learn basic CCPT 
techniques (e.g., reflective listening, recognizing and responding to children’s feelings, 
therapeutic limit setting, building children’s self-esteem, and structuring) allowing them 
to facilitate an atmosphere that is permissive and encouraging, in which the child can 
reach his or her potential (L. Guerney, 2000).  The objective of filial therapy is to 
enhance the parent-child relationship, decrease problem behaviors in the child, enhance 
the child’s adjustment, competence, and self-confidence, and improve parent knowledge 




Progression of Play  
The structure of play therapy and the function of play in the therapeutic process 
have noticeably changed over the past several decades. When play was introduced into 
the therapeutic process, play sessions were originally unstructured and nondirective. 
However when structured play therapy and child centered play therapy emerged, play 
became more specifically goal oriented (Landreth & Sweeney, 1999). Throughout this 
time, play was viewed as a means of catharsis (Klein, 1932; Schaefer, 1983), of 
communication and expression (Axline, 1947; Dougherty & Ray, 2007; Knell, 1993; 
Lowenfeld, 1938), of rapport building (Knell, 1993), and of self-realization and growth 
(Axline, 1969; Landreth, 2002). When other therapeutic models of play emerged, such as 
Adlerian play therapy (Kottman, 1995), prescriptive play therapy (Schaefer, 2001), and 
cognitive-behavioral play therapy (Knell, 1993), the play therapy sessions began to 
incorporate more structure. Although play continued to be used to enhance expression 
and rapport building, it also became a valuable teaching tool (Schaefer, 1999). The utility 
both of unstructured and of structured play in enhancing communication, rapport 
building, and skills training became evident in cognitive-behavioral play therapy.  
Cognitive-Behavioral Play Therapy  
Cognitive-behavior play therapy (CBPT) was introduced in the 1990s by Susan 
Knell (1993). CBPT applies the theoretical framework of CBT, which includes an 
approach that is structured, psycho-educational, goal directed, and collaborative (Knell & 
Dasari, 2009). Similar to CBT, treatment goals focus on identifying maladaptive thoughts 
and implementing interventions to assist the child with developing more clearly adaptive 
thoughts and behaviors (Knell & Dasari, 2009). Given the parallels between CBPT and 
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CBT, it becomes difficult to differentiate between CBPT and traditional CBT which 
incorporates play. Both CBPT and the Coping Cat CBT program (Kendall, 1990) 
implement interventions in an age-appropriate manner and provide structured, goal-
directed activities and unstructured, free play (Knell, 2009; Podell et al., 2009). CBPT 
and CBT seem to differ most clearly in the use of unstructured, free play. Play is 
incorporated into the first session of the Coping Cat program in order to facilitate the 
therapeutic relationship (Podell et al., 2009); however, both structured, goal-directed play 
(e.g., “get-to-know-you game”) and unstructured, free play (e.g., dominos) may be 
selected for this purpose. Unstructured, free play is also incorporated into the Coping Cat 
program as a reward for participation (Kendall, 1990).  In contrast, CBPT encourages 
spontaneous, unstructured, free play because it provides essential clinical information 
(Knell, 2009). Overall, both forms of treatment agree that play helps to adapt cognitive-
behavioral interventions in a developmentally appropriate manner (Knell, 2009). Despite 
this consensus, Knell (1993) asserts that cognitive-behavioral interventions are integrated 
into a play paradigm and Podell et al. (2009) clarifies the idea that play and activities are 
integrated into Coping Cat program. Whether or not treatment is recognized as CBPT or 
CBT, research indicates that the synthesis of cognitive-behavioral interventions and play 
enhances treatment for childhood disorders (Shelby & Berk, 2009).  
Play Therapy Research  
In the largest and most current meta-analysis to date, Bratton, Ray, Rhine, and 
Jones (2005) reviewed 93 studies, published from 1953 to 2000. Studies varied in 
treatment type/ theoretical model, setting, format, sample size, and participant age. 
Studies investigated the use of various forms of play therapy including nondirective, 
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child-centered play therapy, filial play therapy, family play therapy, thematic play 
therapy, and puppet play therapy. Treatment settings varied and included residential, 
outpatient clinic settings, and critical incident settings. Samples sizes ranged from 3 to 
210 and the age of children ranged from 3 to 15.  Reviews of these 93 studies indicated a 
large effect size (ES) (d = .80) which were consistent with, or higher than, previous meta-
analytic results (Casey & Berman, 1985; LeBlanc & Ritchie, 2001). However, further 
analysis revealed a small sample of studies evaluating anxiety-fear (n=7) as well as a 
smaller treatment effect (ES = .69) for these studies evaluating anxiety-fear. Anxiety 
studies, identified by Bratton et al. (2005), support the use of play in reducing anxiety 
symptoms in children from divorced families (Burroughs, Wagner, & Johnson, 1997), in 
preschool and school-aged children experiencing separation anxiety (Milos & Reis, 
1982), and in hospitalized children (Cassell, 1965; Clatworthy, 1981; Johnson & 
Stockdale, 1975; Rae, Worchel, Upchurch, Sanner, & Daniel, 1989). More recent pre and 
posttest experimental control and comparison group studies have also supported child 
centered play therapy in reducing anxiety symptoms in children who are homeless 
(Baggerly, 2004) and in survivors of trauma (Shen, 2002), and filial play therapy in 
reducing anxiety symptoms of children who are chronically ill (Tew, Landreth, Joiner, & 
Solt, 2002). The growing body of research, including empirical studies, demonstrates 
play as a well-established discipline.  
Despite the advances with play therapy, research investigating CBPT and CBT 
with play continues to be in the preliminary stages.  Qualitative research has 
demonstrated the blending of CBT with play therapy as being successful in the treatment 
of childhood disorders. It has been demonstrated as a means to alleviate symptoms of 
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numerous childhood disorders and issues, including trauma and loss (Hansen & Saxe, 
2009; Shelby, 2010), aggression (Lochman, Boxmeyer, & Powell, 2009), parent-child 
interaction (Urquiza, Zebell, Blacker, 2009), and anxiety and phobias (Knell, 1993; 
Knell, 2000; Knell & Dasari, 2006 Podell et al., 2009). Despite the support for the 
application of CBT with play for childhood disorders, more specifically anxiety, the 
existing literature is limited to case studies and non-comparison studies. Furthermore, 
there is a disparity in literature identifying the specific mediators and elements that 
contribute to its efficacy.  
Active Ingredients of Treatment: Predictors, Moderators, and Mediators  
Identifying and understanding factors, such as predictors, mediators, and moderators, 
associated with treatment outcome allow clinicians to make proper modifications to 
enhance the efficacy of empirically supported treatment (Kazdin & Kendall, 1998) and to 
improve the overall treatment for anxiety disorders in children. Numerous studies have 
investigated predictors of treatment outcome or variables which account for treatment 
outcome (Silverman et al., 2008). Research, specifically on treatment of childhood 
internalizing disorders, supports several treatment variables as being predictors of 
treatment outcome (Creed, 2006; Creed and Kendall, 2005; Fields, and Bickman, 2005; 
Gorin, 1993; Karver, Handelsman, Chu & Kendall, 2004; Tiwari, 2011).  
In an early study of potential predictors, Gorin (1993) examined the association 
between therapeutic relationship variables and treatment outcome. Treatment included a 
combination of psychoanalytic and other dynamic therapies (i.e., talking and insight-
oriented). Participants included 31 multi-ethnic children, recruited from a Community 
Mental Health Center, who were diagnosed primarily with adjustment disorder. Using the 
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Hahnemann Child Impairment Scale (Siegal, 1977), participants were given a global 
rating. Results indicated that treatment dosage (i.e., number of sessions and density of 
treatment) and client participation were the strongest predictors of global change in 
impairment rating from admission to discharge.  
Karver et al. (2005) completed a comprehensive meta-analytic review of 49 children 
and youth treatment studies. This review not only examined the association between 
therapeutic relationship variables and treatment outcome, but also identified specific 
therapeutic variables which were the best predictors of treatment outcome. Therapeutic 
variables which were best predictors of treatment outcome included: therapist 
interpersonal skills (i.e., empathy, warmth, and genuineness); therapist direct influence 
skills (i.e., structuring of a session, providing a rationale for a treatment approach, giving 
specific instructions, etc.); youth willingness to participate in treatment (i.e., client’s 
acceptance of and commitment to therapy); parent willingness to participate in treatment, 
youth participation in treatment (i.e., client’s effort, involvement, collaboration, 
cooperation, and engagement in therapy or therapy homework tasks, etc.), and parent 
participation in treatment.  Karver et al. (2005) recommended examining separate 
variables at different points during treatment in order to prevent loss of information.  
Recent studies have investigated predictors for treatment outcome when using the 
Coping Cat program (Chu & Kendall, 2004; Creed, 2006; Creed and Kendall, 2005; 
Tiwari, 2011).  Chu and Kendall (2004) investigated the association between child 
involvement and treatment outcome when using the Coping Cat program. Child 
involvement was defined as a child’s willingness to participate in therapeutic tasks, self-
disclosure, willingness to ask questions, and mental level of engagement in the 
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therapeutic material. Participants included sixty-three children, ages 8 – 14 years, 
diagnosed, predominantly, with an anxiety disorder. Measures included the ADIS-P/C 
(Silverman & Nelles, 1988) and the Child Involvement Rating Scale (CIRS; Chu & 
Kendall, 1999). The ADIS, which was used to determine child diagnosis of anxiety 
disorder at the onset of treatment, included a CSR 5 point scale used to determine 
treatment outcome. Coders were trained to use the CIRS to measure child involvement. 
The CIRS, a six-item scale of child involvement or participation in a therapy session, 
contained four items of positive involvement (e.g., child initiation of discussion or of a 
new topic, child enthusiasm, child self-disclosure, and child elaboration on points made 
by therapist) and two items of negative involvement (e.g., child withdrawal or passivity 
and child inhibition or avoidance). Coders rated 2 ten-minute segments from 2 
audiotaped sessions completed early in treatment (2, 3, 4 or 5) and 2 sessions completed 
later in treatment (6, 7, 8,  9 or 10) for child involvement. Results indicated that child 
involvement measured at mid-treatment predicted positive treatment outcomes. Given 
results that early involvement was not associated with improvements in diagnostic or 
impairment ratings, Chu and Kendall (2004) concluded that the critical point for 
establishing strong child involvement may be later than anticipated.  
In another study, Creed and Kendall (2005) examined therapist variables which 
contributed to a client’s perception of the therapeutic alliance – that is, the working 
relationship between the client and therapist. Participants included fifty-six children and 
youth, aged 7-13 years, who received the Coping Cat program. Using the ADIS-C/P, 
participants received diagnoses of GAD, SP, or SAD. Several measures (i.e., the revised 
child and therapist version of the Therapeutic Alliance Scale for Children) (Shirk & Saiz, 
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1992) were used to measure the alliance, the collaboration, and the quality of the 
therapeutic relationship. Collaboration was defined as the agreement between the client 
and therapist on treatment goals and teamwork between the client and therapist to 
accomplish these goals. Results indicated that following the third session, collaboration 
was a significant, positive predictor of the child’s perception of the therapeutic alliance 
(r=.42). In contrast, the therapist’s pushing the child to talk was a significant, negative 
predictor of the child’s perception of the therapeutic alliance (r=.-.24). Results also 
indicated that following the seventh session, collaboration was a significant, positive 
predictor of the therapist’s perception of therapeutic alliance (r=.50).   
The role of collaboration and child involvement as predictors was further investigated 
by Tiwari (2011). She explored the degree to which independent observer’s rating of 
process variables, such as collaboration and youth involvement, were predictive of 
treatment outcomes among anxiety-disordered youth. Archival data were used from a 
randomized control trial study (Kendall et al., 2008) which compared different treatment 
modalities of the Coping Cat program, including ICBT and FCBT. Archival data, 
specifically the CSR on the ADIS were used to determine treatment nonresponders (CSR 
≥ 4) and treatment responders (CSR < 4). Sixty-one participants were included in the 
study. Several additional measures were used to assess treatment outcome, including the 
MASC, CBCL, and the TRF. Tiwari (2011) trained independent observers, using an 
Exposure Session Rating Manual (ESRM) and an Exposure Session Rating Form 
(ESRF). Independent observers viewed three randomly selected exposure sessions for 
each participant. For each session, independent observers viewed 20 minute segments 
and coded the minutes of each session component (e.g., exposure task) and noted the 
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presence of absence of interventions during each session component (e.g., selection of 
exposure task, role play, practice with therapist, review relaxation, etc.). At the end of 
each session, independent raters also provided global rating scores for therapist 
collaboration and child involvement for each segment. Results indicated that 
improvement in treatment outcome was significantly predicted by collaboration and 
youth involvement. 
These studies represent important preliminary efforts to identify and understand 
predictors of treatment outcome. Results indicate that client involvement and 
collaboration are strongly associated with treatment outcome (Chu & Kendall, 2004; 
Gorin, 1993; Karver et al., 2005; Shirk & Karver, 2003; Tiwari, 2011), that collaboration 
is moderately associated with therapeutic alliance (Creed & Kendall, 2005), and that 
alliance is less strongly associated with treatment outcome (Shirk & Karver, 2003). Given 
these findings, as well as the recommendation for researchers to develop empirically 
supported relationships within ESTs (Ackerman et al., 2001), attention has been directed 
toward the moderational and meditational relationship among these variables and 
treatment outcome.  
The investigation of moderators and mediators of treatment outcome for childhood 
anxiety disorders continues to be in the infancy stage. This is due potentially to the 
ongoing struggle of theorists, researchers, and students in operationalizing and testing 
mediators and moderators (Baron & Kenny, 1986). Several articles have attempted to 
operationalize and describe statistical procedures for mediators and moderators (Edwards 
& Lambert, 2007; Frazier, Tix, & Barron, 2004; Mallinckrodt, Abraham, Wei, & Russell, 
2006; Preacher & Hayes, 2004; Shrout & Bolger, 2002). However, most researchers 
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continue to reference Baron and Kenny’s (1986) interpretation of these variables. A 
moderator is a qualitative or quantitative variable which alters the direction or strength of 
the association between a predictor variable and an outcome variable (Baron & Kenny, 
1986). Moderators address “when” and “for whom” a variable most strongly predicts or 
causes an outcome variable (Frazier et al., 2004). On the other hand, mediators establish 
“how or “why” a variable predicts or causes an outcome variable (Frazier et al., 2004).  
Mediation occurs when the effect of an independent variable on a dependent variable is 
conducted through a third variable, referred to as a mediator (Baron & Kenny, 1986). A 
variable may be conceptualized as a moderator or mediator, dependent on the research 
question and the theory being tested (Frazier et al., 2004). The Baron and Kenny (1986) 
interpretation, as well as statistical analysis of these variables, is prominent in studies of 
mediation effects in psychological research (Mallinckrodt et al., 2006). 
Preliminary research has begun to test moderators and mediators in childhood 
disorders, particularly anxiety disorders. Studies that examine moderating variables, such 
as age, gender, comorbidity, and parental psychopathology (Barrett, Dadds, & Rapee, 
1996; Berman, Weems, Kendall, 1994; Silverman, & Kurtines, 2000; Sountham-Gerow 
et al., 2001; Victor, Bernat, Bernstein, & Layne, 2007) have yielded inconsistent findings 
regarding their impact on treatment outcome. Research investigating mediating effects 
for variables in CBT, particularly when using the Coping Cat program, has begun to 
demonstrate the mediating effects for variables when using CBT for childhood anxiety 
disorders.  In an early study, Treadwill and Kendall (1996) examined the influence of 
cognitions (i.e., self-talk and state of mind), in children with anxiety, as a predictor and 
mediator of treatment outcome. Participants included 151 children and youth, ages 8-13, 
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who received the Coping Cat program. Participants received a primary diagnosis of 
childhood anxiety disorder (58% OAD, 22% SAD, and 20% AD). Child psychopathology 
was assessed at intake and posttreatment using the ADIS-C/P. Child self-report and 
teacher report measures assessed anxiety, fear, and depression. Assessments included the 
Revised Children’s Manifest Anxiety Scale (RCMAS), 40 Item State Trait Anxiety 
Inventory for Children (STAIC), and Teacher Report Form (TRF).  Initial results 
indicated that negative cognitions (i.e., negative self-statements and state of mind) 
predicted anxiety after treatment. Further analysis indicated that negative self-statements 
served as a mediator for anxiety severity across child measures (all p < .05).  
In a more recent study, Creed (2006) examined a meditational model of the 
relationship between in-session behavior of the therapist (e.g., collaboration) and child 
(i.e., involvement), alliance, and treatment outcome. Participants included sixty-eight 
children and youth, ages 8-17, who received the Coping Cat program. Using the ADIS-
C/P, child psychopathology was rated at intake and posttreatment. Creed (2006) also used 
the CBCL to measure treatment outcome. Creed (2006) used the Therapeutic Alliance 
Scale for Children (TASC-R; Shirk & Saiz, 1992)  to measure the child and the 
therapist’s perception of therapeutic alliance, the Child Involvement Rating scale (CIRS; 
Chu & Kendall, 1999) to measure child involvement, and  the Therapist Alliance 
Behavior Building Scale (TABBS; Creed & Kendall, 2005) to measure therapist behavior 
(e.g., collaboration) after the third session. Creed (2006) measured therapist behavior 
(e.g.,   collaboration), child involvement, and alliance early in treatment (First Session, 2, 
and 3). Results indicated that alliance did not mediate the relationship between therapist 
behavior (e. g,, collaboration) and child involvement and treatment outcome. However, 
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both therapist behavior (e.g., collaboration) and child-involvement were positive 
predictors of alliance and parent-reported treatment outcome. Despite the inconclusive 
findings for the meditational relationship between variables, these findings support 
therapist behavior (e.g., collaboration) and child-involvement as being associated with 
positive treatment outcome, particularly for anxious children receiving the Coping Cat 
program (Creed, 2006; Chu & Kendall, 2004; Tiwari, 2011).  
In conclusion, previous research indicates a relationship between the following 
variables: play and treatment outcome, child involvement and treatment outcome, and 
collaboration and treatment outcome. However, there is a paucity of research which 
investigates how all of these variables are interrelated. Theoretically, child involvement 
and collaboration mediate the relationship between play and treatment outcome. The 














Chapter 3: Hypotheses 
Overview of Hypotheses  
This study examined a mediation model of the relationship between play, process 
variables (child involvement and collaboration), and treatment outcome in a RTC of CBT 
for childhood anxiety disorders. Additionally, it explored the use of play in treatment as 
well as the impact of play on treatment outcome. 
Hypothesis 1 
It was hypothesized that child involvement would mediate the relationship 
between play and treatment outcome. Similar to the approach of Creed (2007), this study 
employed the procedure outlined by Baron and Kenny (1986) to test the mediating effects 
of child involvement. In order to establish the mediating effects of child involvement, the 
following criteria were set. First, treatment outcome would be predicted by play 
(positively). Second, child involvement would be predicted by play (positively). Third, 
treatment outcome would be predicted by child involvement (positively). Fourth, the 
controlling of the relationship between child involvement and treatment outcome would 
result in the relationship between play and treatment outcome being significantly reduced 
or eliminated.     
Hypothesis 2  
 It was hypothesized that collaboration would mediate the relationship between 
play and treatment outcome. In order to establish the mediating effects of collaboration, 
the following criteria were set. First, treatment outcome would be predicted by play 
(positively). Second, collaboration would be predicted by play (positively). Third, 
treatment outcome would be predicted by collaboration (positively). Fourth, the 
42 
 
controlling of the relationship between collaboration and treatment outcome would result 
in the relationship between play and treatment outcome being significantly reduced or 
eliminated.     
Testing the mediation model. 
As previously noted, the Baron and Kenny (1986) model was selected because it 
has been the leading approach to statistical mediation analysis. Baron and Kenny (1986) 
identified four steps in establishing the fact that a variable mediates the relationship 
between a predictor variable and an outcome variable (Figure 1). First, there must be a 
significant association between the predicator variable and the outcome variable (see Path 
c). Second, there must be a significant association between the predictor variable and 
mediator (Path a). Third, there must be a significant association between mediator and 
outcome variable (see Path b). Fourth, the strength of the association between the 
predictor variable and the outcome variable must be significantly diminished (and be 
close to zero) when the mediator is added to the model (see Path c’). If the process 
variable is a complete or dominant mediator, the association between the predictor 
variable and outcome variable will be reduced to zero after the mediator is included in the 
model. However, if the mediator is a partial mediator, the association between the 
predictor variable and outcome variable will be significantly smaller when the process 
variable is included but will continue to be greater than zero. For the purpose of this 
study, the proposed mediators are the process variables (i.e., child involvement and 
collaboration); the predictor variable is the number of play segments (i.e., total play), and 




Figure 1: Mediation Model 
 
 
  C  
       
    
 
      
 
  A                                                                                   B 
 
       





Given the flexibility and variability in the utilization of play in the Coping Cat 
program, no hypothesis is offered to predict the frequency of play interventions. 
However, it is important to begin to assess the use of play at different stages of treatment, 



























Preliminary Power of Analysis  
 Research by Tiwari (2011), which examined the relationship between treatment 
variables (i.e., child involvement and collaboration) and outcome in CBT for anxious 
youth, was used to help estimate the minimum sample size needed for the current study. 
Consistent with this study, if a moderate to large relationship size was observed, using 
Cohen’s (1988) n-needed tables, the current study would require a minimum sample size 
of 60 participants.  This number of participants is needed to achieve a power of .80 to 
detect an overall, significant association between treatment variables (i.e., play, child 
involvement, and collaboration) and treatment outcome.  This study aimed to include a 
sample size of 60 participants. However, given constraints on data collection and 
procedural issues, this study included a smaller sample size.  
Participants 
 Participants were 43 children, 23 males (53.5%) and 20 females (46.5%), ranging 
in age from seven to 13 years (M = 10.09, SD = 1.84) and their parents. Participants had 
completed either ICBT or FCBT in a RCT conducted at a university based clinic for 
childhood anxiety disorders. All of the participants met the DSM-IV TR diagnostic 
criteria for a principal diagnosis of GAD (53.3%), separation anxiety (22.7%), specific 
phobia (18.7%), ADHD (2.7%), or school refusal (2.7%), based on a semistructured 
interview. Data with regard to race demonstrated that 80% were Caucasian; 16% were 
African American, and 4% identified themselves as “other.” Annual family income data 
demonstrated that 9.3% earned less than $30,000; 25.3% earned between $30,000 and 
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$59,000; 29.4% earned between $60,000 and $79,000, and 36% earned $80,000 or more 
annually.   
Inclusion Criteria 
Children were included in this study if they had completed either ICBT or FCBT 
in a RCT conducted at a university based clinic for childhood anxiety disorders. Children 
who participated in the RCT study were excluded from this study if they received the 
FESA treatment or if they did not complete the ICBT or FCBT treatment.  
Measures  
Anxiety measure.  
The ADIS C/P (Silverman & Albano, 1996) includes parent and child 
semistructured interviews, permitting for the diagnoses of DSM-IV anxiety and 
nonanxiety disorders in youth ages 6 to 18. The ADIS-C and the ADIS-P include clinical 
interviews which assess for DSM-IV symptoms. If the number of symptoms meets DSM-
IV criteria, the parent and child are asked to provide impairment ratings using a 9 point 
scale (i.e., 0-8). This scale is referred to as the Clinical Severity Rating (CSR). A CSR of 
4 or greater (i.e., CSR ≥ 4) meets diagnostic criteria for a DSM-IV disorder. The CSR of 
both the parent and child are considered to derive a combined (composite) diagnosis.  In 
the event of multiple diagnoses, relative impairment of each specific composite diagnosis 
is used to determine the primary diagnosis, secondary diagnosis, etc. (Silverman, 
Saavedra, & Pina, 2001).   
The ADIS-C/P has excellent reliability in symptom scale scores for SAD, SoP, 
SP, and GAD, and good to excellent reliability for generating combined diagnoses of 
these disorders, even when using child-only and parent-only interview information 
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(Silverman et al., 1999). The ADIS C/P has also exhibited strong psychometric qualities, 
including interrater reliability (e.g., r = .98, child interview, r = .93, parent interview), 
concurrent validity (SoP, κ = .94; SAD, κ = .95; GAD, κ =.82; panic disorder, κ = .93; 
Wood, Piacentini, Bergman, McCraken, & Barrios, 2002), test-retest reliability (kappa 
coefficients range between .80 and .92 for SAD, SoP, SP, and GAD; Silverman, 
Saavedra, & Pina, 2001), and sensitivity to treatment effects (e.g., Kendall et al., 1997).  
Independent measure.   
The Skills Training Rating Manual (STRM; see Appendix A) is guided by the 
Exposure Session Rating Manual developed by Tiwari (2011). The STRM was used to 
provide observers with instructions for rating the first and seventh therapy session. The 
STRM included five sections: overview, session description, definition of play and CBT 
interventions, rating of play and CBT interventions, and definition and rating of process 
variables.  
The first section of the STRM provided an overview of the Coping Cat program, 
and the second section provided a detailed description of the first and seventh sessions. 
The third section provided operational definitions for play intervention and CBT 
intervention, which will be rated during First Session and Mid-Session. Definitions of 
play interventions included play intervention, free play, goal-directed play, and 
combined-type play. Play intervention was operationally defined as a therapeutic 
intervention which involves the use of games or toys (i.e., stuffed animals, puppets, dolls, 
doll house, clay, books, etc.). Free play was operationally defined as the use of games and 
toys, most often selected by the child, in which the formation of the therapeutic 
relationship or reinforcement for participation in therapy is most often the mission. Goal-
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directed play was operationally defined as the purposeful use of games and toys, most 
often selected by the therapist, in which play is used to facilitate CBT interventions. 
Combined-type play was operationally defined as the use of games or toys which 
combines both free and goal-directed play. Operational definitions were also provided for 
CBT intervention and cognitive-behavioral interventions implemented with 
developmentally appropriate materials (CBT with materials) to assist raters with 
differentiating between play and CBT interventions. CBT intervention was operationally 
defined as interventions, such as psychoeducation, cognitive restructuring, skills training, 
exposure, systematic desensitization, homework, and contingency management, 
traditionally used during cognitive behavioral therapy. CBT with materials was 
operationally defined as the developmentally appropriate delivery of cognitive-behavioral 
interventions in which materials (e.g., worksheets, construction paper, crayons, markers, 
dry eraser board, etc.) are combined with cognitive-behavioral interventions in order to 
facilitate communication and comprehension. The STRM includes a table which provides 
examples of play and CBT interventions used in the Coping Cat program. The fourth 
section provides instructions for rating play and CBT interventions on the Skills Training 
Rating Form (STRF; see Appendix B). Observers were instructed to use this form to 
record the presence of play interventions during each five minute segment and, if present, 
to note the type of play observed. Similarly, observers were instructed to record the 
presence of CBT interventions during each five minute segment and, if present, to note 
the type of CBT intervention (e.g., CBT intervention or CBT with materials). If more 
than one intervention was observed during the five minute segment, observers were 
instructed to record the intervention used for the majority of that segment.  
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 The fifth, and final, section provides definitions and rating instructions for process 
variables. Collaboration was operationally defined as an agreement on goals and an 
emphasis on teamwork by the therapist to assist in accomplishing those goals (Tiwari, 
2011). The following therapist behaviors were indicative of collaboration: the therapist 
works with the child to determine which activity to complete; the therapist actively 
consults with the child throughout the session; the therapist encourages the child’s 
participation; the therapist encourages feedback from the child; and the therapist fosters a 
sense of togetherness by using words such as “we,” “us,” and “let’s” (Tiwari, 2011). 
Child-involvement was operationally defined as the child’s willingness to participate 
behaviorally in the therapy task and to self-disclose, to ask questions, and to engage in 
the therapeutic material (Tiwari, 2011). The following child behaviors were indicative of 
child involvement: the child initiates a game/ activity, discussion, or introduces new 
topics; the child makes suggestions to change the task suggested by therapist; the child 
offers information about him or herself (self-disclose); the child demonstrates enthusiasm 
in therapy-related tasks and appears actively engaged; the child asks the therapist 
questions or seeks  further explanations, and the child elaborates on points made by the 
therapist and demonstrates an understanding of session content. Observers were 
instructed to rate process variables on the STRF. Specifically, observers were instructed 
to record the presence of therapist behaviors and child behaviors during each five minute 
segment. Observers were instructed to use the frequency of therapist behaviors and of 
child behaviors during each session to rate the overall level of collaboration and child 
involvement. The overall level of collaboration and child involvement was assessed using 




Subjects participated in a RCT and received either the ICBT or FCBT Coping Cat 
program. Treatment followed the Coping Cat program, which included an 8 week 
psycho-education and skills training component as well as an 8 week in-vivo exposure 
component. Parent involvement was maintained throughout treatment for both ICBT and 
FCBT. Parent involvement for ICBT was maintained through weekly updates, whereas 
parent involvement for FCBT was maintained through weekly participation in sessions.  
Participation in weekly sessions for the FCBT group gave parents the opportunity to 
practice communication skills, participate in comprehensive psychoeducation and in 
skills training for anxiety disorders, apply learned skills to own maladaptive thoughts and 
behaviors, and support their child in the mastery of learned skills. Both ICBT and FCBT 
included parent sessions scheduled after the third and eighth session.  
Procedure  
Archival data from the RCT were reviewed, in the following manner, to identify 
participants. First, archival data was reviewed to identify eligible participants (i.e., 
children who received and completed the ICBT or FCBT treatment). Second, the ADIS 
C/P composite CSR score was reviewed for eligible participants. The CSR composite 
score at posttreatment was reviewed to determine treatment responders and treatment 
nonresponders. Similar to the methodology of Berman et al. (2000), participants were 
considered to be treatment responders if they had an ADIS C/P composite < 4 at 
posttreatment, and were no longer meeting the DSM-IV criteria for their primary 
pretreatment diagnosis. Participants were considered to be treatment nonresponders if 
they had an ADIS C/P composite ≥4, and were continuing to meet the DSM-IV criteria 
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for their pretreatment diagnosis. Finally, participants were randomly selected from the 
treatment non responders group (n = 21) and from the treatment responders group (n = 
22).  
The first and mid-sessions of the psychoeducation skills training component were 
identified in order to be coded. After a preliminary rating of sessions one through seven, 
the first session was selected because this session included the most frequent use of play 
interventions. The mid-session (i.e., session six or seven) was selected because previous 
research indicated that the child involvement-outcome association was not evident until 
mid-treatment (Chu & Kendall, 2004).  Both the first and the mid-session were identified 
for each participant (N = 43). Videotaped recordings of both the first and the mid-session 
were available for 32 of the 43 participants. For the remaining 11 participants, the 
videotaped recording of the first session was available for six participants and the 
videotaped recording of the mid-session was available for five participants. There were a 
total of 75 sessions coded.  
Using the STRM and the practice videotaped recordings of therapy session, 
independent raters received training on using the STRF to rate sessions. The data from 
the STRF were used to test the mediation model of the relationship between in-session 
variables (e.g., child involvement and collaboration), interventions, and treatment 
outcome in an empirically-supported manualized CBT for anxiety disorder in children.   
Independent Rater Training  
Independent raters included three advanced graduate students in a clinical 
psychology master’s program. Similar to the methodology of Tiwari (2011), independent 
raters were trained through reading materials, educational and instructive presentations, 
51 
 
and supervised practice. First, independent raters received training on the STRM and 
STRF (see Appendix). Training included a review of the CBT treatments (i.e., ICBT and 
FCBT), operational definitions for process variables (i.e., child involvement and 
collaboration) and interventions; it also included instructions for rating the process 
variables and interventions during the therapy session. Next, independent raters viewed 
videotapes which provide examples of interventions and process variables. Independent 
raters then received extensive instructions for completing the STRF. Following the 
description and instructions, the primary investigator viewed 5 videotapes with each 
independent rater to clarify the play interventions and process variables being observed 
and assessed. Independent raters then rated 5 additional videotapes independently. The 
primary investigator also rated these videotapes independently. Similar to the procedure 
of Tiwari (2011), a Cohen’s kappa coefficient was used to determine whether or not 
raters reached a consensus with the primary investigator (i.e., kappa ≥ .80) for categorical 
variables (e.g., interventions and process variables during each segment).  After a 
consensus was reached for the rating of both interventions and process variable, 
independent raters began viewing and rating videotapes from the current sample. 
Independent raters were advised to discuss ratings with the advisor as needed. Two 
random reliability checks were held during the course of the study. Reliability ratings 
covered 20% of the total ratings.    
Data Analyses  
Interrater Reliability  
Similar to the procedure of Tiwari (2011), a Cohen’s kappa coefficient was used 
to determine whether or not raters reached a consensus with the primary investigator (i.e., 
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kappa ≥ .80) for categorical variables (e.g., interventions and process variables during 
each segment). This statistical analysis was conducted using Cohen’s kappa statistical 
measure in SPSS 20.  
Preliminary Analyses  
Correlations among interventions, process variables, and treatment outcome were 
completed to further assess the relationship between treatment variables. Additional 
correlations among process variables and treatment outcome, per session, were completed 
to further assess the relationship between process variables and treatment outcome at 
beginning and mid treatment.   
Primary Analyses: Test of Mediation  
To test the primary hypotheses, the Baron and Kenny (1986) four step approach to 
test mediation was selected. Correlation and regression analyses were identified to assess 
each step. The first step of the mediation (Path A) was conducted using a bivariate 
correlation. This correlation was calculated using the bivariate correlation measure in 
SPSS 20.  
Exploratory Analyses 
To explore play and cognitive-behavioral interventions further, several steps were 
completed. First, play interventions (i.e., free play, goal directed play, and combined type 
play) were collapsed into a composite variable (i.e., total play), and cognitive-behavioral 
interventions (i.e., CBT and CBT with materials) were collapsed into a composite 
variable (i.e., total CBT).  Second, session one was relabeled first session. Session six and 
session seven were collapsed into a composite variable labeled mid-session.  Third, 
treatment conditions were identified as ICBT and FCBT.  Fourth, for the purpose of 
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assessing the difference between age groups, participants were assigned to one of two age 
groups. The first age group included children ages seven to 11and the second group 
included children ages 12 to 13. Children ages 7 to 11 were considered a group because 
children in this age group are typically in the concrete operational stage. Children ages 12 
to 13 became a group because children in this age group are typically in the formal 
operational stage. After completing the aforementioned steps, statistical analyses were 
completed. Descriptive statistics were conducted for interventions (i.e., free play, goal 
directed play, combined type play, total play, CBT, CBT with materials and total CBT). 
Finally, t-tests were used to assess whether or not play was significantly different 
between sessions (first and mid), treatment conditions (ICBT and FCBT), and age groups 

















Reliability of Independent Raters  
Interrater reliability for independent raters was established at the end of the 
training of the STRM and STRF (all ≥ .83, see Table 1). A random reliability check 
performed during data collection examined 20% of the 75 cases and demonstrated 
maintained reliability on all variables measured (all ≥ .82, see Table 1).   
Table 1 
 
Observer Reliabilities for Session Components and Process Ratings  
 
  Training  Random Check 
Session Components              Kappa                         Kappa 
Intervention  ≥ .92 ≥ .88 
Child Involvement  ≥ .83 ≥ .82 
Collaboration ≥ .88 ≥ .83 
  
  
Preliminary Analysis  
Correlations among play (i.e., total play), process variables, and treatment 
outcome for the first session are presented in Table 2. Play was not correlated with 
collaboration (r = .00), but was significantly, positively correlated with child involvement 
(r = .33). Play was not correlated with treatment outcome for the first session (r = -.09). 








Correlation Matrix of Play Interventions, Process Variables, and Treatment Outcome for 
First Session  
     1    2      3 
1. Total play   __     
2. Collaboration   .00   __    
3. Child Involvement   .33*  .47**  __ 
4. Treatment Outcome  -.09  .38* .16 
Note. First Session (n = 38) 
 *p<.05. **p<.01.  
 
Correlations among CBT with materials, process variables (i.e., therapist behavior 
and child involvement), and treatment outcome for the first session are presented in Table 
3. CBT with materials was not significantly correlated with collaboration (r = -.35) or 
child involvement (r = -.15). CBT w/ materials was not significantly correlated with 
treatment outcome for the first session (r = -.23).  
Table 3 
Correlation Matrix of CBT with Materials, Process Variables, and Treatment Outcome 
for First Session 
     1    2      3 
1. CBT w/ Materials     __     
2. Collaboration   -.35    __    
3. Child Involvement   -.15  .47**   __ 
4. Treatment Outcome   -.23   .38* .16 
Note. First Session (n = 38) 





Correlations among play interventions (i.e., total play), process variables, and 
treatment outcome for the mid-session are presented in Table 4. Play was not correlated 
with collaboration (r = -.14) or child involvement (r = .20). Play was not correlated with 
treatment outcome for the mid-session (r = -.14).  
Table 4 
Correlation Matrix of Play Interventions, Process Variables, and Treatment Outcome for 
Mid-Session  
     1    2      3 
1. Total play    __     
2. Collaboration  -.14    __    
3. Child Involvement    .20  .15   __ 
4. Treatment Outcome  -.14 -.02 -.21 
Note. Mid-Session (n = 37) 
 
Correlations among CBT with materials, process variables, and treatment 
outcome for the mid-session are presented in Table 5. CBT with materials was not 
correlated with collaboration (r = .15) or child involvement (r = -.00). CBT with materials 











Correlation Matrix of CBT with Materials, Process Variables, and Treatment Outcome 
for Mid-Session  
     1    2      3 
1. CBT w/ Materials     __     
2. Collaboration   .15    __    
3. Child Involvement  -.00  .15   __ 
4. Treatment Outcome   .15 -.02 -.21 
Note. Mid- Session (n = 37) 
 
Test of Mediation  
It was hypothesized that process variables (i.e., child involvement and 
collaboration) would mediate the relationship between play and treatment outcome. This 
study employed the four step procedure outlined by Baron and Kenny (1986) to test the 
mediating effects of child involvement. In order to establish the mediating effects of 
process variables, treatment outcome would initially be predicted by play (positively).  
Bivariate correlations assessing the contribution of play to treatment outcome for both 
first and mid-session indicated insignificant results for step one of the mediation model. 
There was not a significant, positive correlation between play and treatment outcome for 
the first session (r = -.09, n = 38, p > .05). Likewise, there was not a significant positive 
correlation between play and treatment outcome for the mid-session (r = -.14, n = 37, p > 
.05). Given these findings, further steps in testing mediation were not completed for the 
first or mid-session because they did not meet the criteria for the first step in the 
mediation model.  The mediational model may have failed due to inadequate statistical 
power (N=43), especially because some of the children were not exposed to any play 
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therapy segments (n = 8). The different types of variables may also have contributed to 
the insignificant correlation between play and treatment outcome because play was a 
continuous variable (0-12) and treatment outcome was a dichotomous variable (1 or 2).  
Exploratory Hypothesis Analyses  
No hypothesis was offered to predict the frequency of play interventions. 
However, it is important to begin to assess the use of play at different stages of treatment, 
for different age groups, and different treatment groups. Table 6 provides descriptive 
analyses, which included minimum and maximum scores, means, and standard deviations 
of segments for each intervention (i.e., play and CBT interventions) as well as process 

















Descriptive Analyses of Session Components  






Play Interventions   M SD Minimum Maximum 
Free Play 1.82 0.99 0.00 7.00 
    First Session 














    First Session     
    Mid-Session 
Combined Type Play 
    First Session 






















    First Session 













CBT Interventions      
CBT  5.17 2.79 0.00 12.00 
    First Session 
    Mid-Session 
CBT w/ materials  
    First Session   






















    First Session 













Process Variables      
Collaboration 5.33 3.98 0.00 12.00 
Child Involvement  7.92 2.95 0.00 12.00 
 
A paired samples t-test showed that the difference between  play in first session 
and at mid-session was significant, because many more play therapy segments were 
observed in  the first session, compared with mid-session (t (31) = 9.96,  p < .001). This 
is consistent with the treatment manuals for both ICBT and FCBT, which specify the use 
of games during the first session and the use of more CBT interventions during the mid-
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session. These findings indicate fidelity to the manualized Coping Cat program for 
childhood anxiety disorders.  
Table 7 provides descriptive analyses, which included means and standard 
deviations of segments for intervention (i.e., total play, CBT intervention, and CBT with 




Descriptive Analysis of Interventions for Treatment Conditions and Age Groups  
 




 M SD M SD 
Total Play  2.63 3.05 1.83 2.03 
CBT 4.11 2.15 6.10 2.98 
DA CBT 5.08 3.68 4.00 3.15 
Age Group  Ages 7 to 11 
(n=34 ) 
Ages 12 to 13 
(n= 9 ) 
 M SD M SD 
Total Play  2.40 2.65 1.23 1.92 
CBT 5.13 2.60 5.38 3.71 
CBT w/ 
materials  
4.48 4.21 5.38 4.17 
 
There was not a significant difference in segments with play interventions when 
comparing the ICBT treatment group with the FCBT treatment group (t (41) = 2.05, p > 
.05); however, the difference approaches significance at .051.  There was a significant 
difference in segments with play interventions for children between the ages of seven and 
11, compared with children between the ages of 12 and 13 (t (41) = 2.59, p <.05). 
Increased power may have revealed more significant findings for play interventions 





The primary purpose of this study was to examine a mediation model of the 
relationship between play, process variables (child involvement and collaboration), and 
treatment outcome in an empirically-supported CBT program for childhood anxiety 
disorders (Coping Cat). Using the Baron and Kenny (1986) model, a series of 
correlational and regression analyses were identified to examine this mediation model. 
Results of statistical analysis did not support the hypotheses that process variables would 
mediate the relationship between play and treatment outcome for the first session or for 
the mid-session. Given these findings, further steps in testing mediation were not 
completed for the first session or the mid-session because the criteria for the first step in 
the mediation model were not met.  
Several explanations exist as reasons why these hypotheses were unsupported. 
First, insufficient power, caused by the small sample size, made it difficult to test 
mediation model hypotheses because this increased the chance of a Type II error (i.e., 
accepting the null hypothesis when a difference may have been detected if a larger 
sample size were used (High, 2000). Research by Tiwari (2011) examining the 
relationship between treatment variables (i.e., child involvement and collaboration) and 
outcome in CBT for anxious youth provided information to help estimate the minimum 
relationship size needed for the current study. Consistent with the study by Tiwari (2011), 
if a moderate to large relationship size was observed, using Cohen’s (1988) n-needed 
tables, the current study would have required a minimum sample size of 60 participants. 
However, constraints on data collection as well as procedural issues prohibited the 
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inclusion of 60 participants. Future research should reference Cohen’s (1988) statistical 
power analysis (i.e., n-needed tables) to estimate the desired sample size.  
Second, the inclusion of one measure (i.e., the ADIS-C/P) and the 
operationalization of treatment outcome (i.e., nonresponders and responder) may have 
also made it difficult to test the mediation model, given the limited measure of treatment 
outcome and attempt to correlate a dichotomous variable with non-dichotomous 
variables. Creed (2006) and Tiwari (2011) used several measures, such as the ADIS, the 
Multidimensional Anxiety Scale for Children (MASC; March, Parker, Sullivan, Stallings, 
& Conners, 1997), the Child Behavior Checklist (CBCL) Parent Form, and the Teacher 
Report Form (TRF; Achenbach, 1991) to measure treatment outcome. When using the 
ADIS to measure treatment outcome, Creed (2006) calculated the difference in score 
between the pretreatment and posttreatment CSR.  Direction of change was noted by a 
positive change score if the CSR score decreased; a zero if the CSR score did not change, 
or a negative change score if the CSR score increased (Creed, 2006). Chu and Kendall 
(2004) include an earlier version of the CSR, which included a CSR 5 point scale, to 
measure treatment outcome. Similar to the methodology of Berman (2000) and Tiwari 
(2011), the current study identified treatment nonresponder and treatment responders per 
the composite CSR (i.e., CSR ≥4 being a treatment nonresponder and CSR<4 being a 
treatment responder). The use of multiple measures and/ or a continuous outcome 
variable may have been more suitable for the mediation model analyses because it would 
include two non-dichotomous variables.  
Third, the operationalization of interventions (i.e., play and CBT with materials) 
may have impacted findings. For the purpose of this study, play intervention was 
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operationally defined as a therapeutic intervention which involves the use of games or 
toys (i.e., stuffed animals, puppets, dolls, doll house, clay, books, etc.). CBT with 
materials was operationally defined as an age appropriate delivery of interventions in 
which materials (e.g., worksheets, construction paper, crayons, markers, dry eraser board, 
etc.) are combined with cognitive-behavioral interventions in order to facilitate 
communication or comprehension. However, the separation of play and CBT with 
materials may have contributed to insignificant findings, whereas the integration of these 
interventions into one intervention may have yielded different findings. Podell et al. 
(2009) operationalize play as an interaction between the therapist and child that includes 
games (e.g., “Get-to-know-you-game”) and activities which make use of materials, 
previously described. Further clarification of definitions for interventions (e.g., play) will 
aid in identifying which interventions are, in fact, predictors or mediators of treatment 
outcome (Kazdin & Kendall, 1998). The operationalizing of play by Podell et al. (2009), 
which includes concepts from play (e.g., games) and CBT with materials, may yield 
significant findings when examining play as a predictor of treatment outcome. Although 
it did not provide empirical support for literature which asserts that the integration of play 
into CBT for children improves treatment outcome (Shelby & Berk, 2009), this study did 
begin to explore more closely the use of play and CBT interventions in CBT for children.  
The investigation of process variables (i.e., collaboration and child involvement) 
as predictors of treatment outcome only partially supported previous findings. Treatment 
outcome was not significantly correlated with process variables when first session and 
mid-session were combined. When correlations between treatment variables were 
investigated per session, collaboration was significantly correlated with treatment 
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outcome for the first session, but was not significantly correlated with treatment outcome 
for the mid-session. Child involvement was not significantly correlated with treatment 
outcome for the first session or the mid-session. These findings are somewhat 
inconsistent with previous findings that both child involvement and collaboration are 
strongly associated with treatment outcome in CBT for childhood anxiety disorders (Chu 
& Kendall, 2004; Tiwari, 2011); however, several explanations exist for these findings. 
First, insufficient power, caused by the small sample size, may have contributed to 
findings which were insignificant. Second, methodological difference (e.g., assessment 
measures and coding) may have contributed to inconsistent findings.  
Chu and Kendall (2004) found that mid treatment involvement predicted 
treatment outcome but early involvement did not predict treatment outcome. Chu and 
Kendall (2004) measured involvement using the CIRS and the present study measured 
involvement using the STRF. Chu and Kendall (2004) also measured involvement by 
rating 2 ten-minute segments from 2 audiotaped sessions completed early in treatment (2, 
3, 4, or 5) and 2 sessions completed later in treatment (6, 7, 8, 9 or 10). In the present 
study, involvement was measured by noting the presence or absence of child involvement 
during five minute segments for an entire 60 minute videotaped session. Sessions were 
completed early in treatment (i.e., first session) and a session completed at mid treatment 
(i.e., session 6 or 7).  In addition, Chu & Kendall (2004) measured treatment outcome 
according to a 5 point (0-4) impairment scale, and the present study measured treatment 
outcome as nonresponders and responders (1 or 2). Also, participants in the current study 
were from a sample that was different from the participants of the Chu and Kendall 
(2004) study.  
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Although Creed’s (2006) study included participants from the same sample (RCT 
3) as the current study, there were several methodological differences. Creed (2006) 
found that therapist behavior (e.g., collaboration) and child involvement predicted 
treatment outcome. Creed (2006) used the CIRS to measure child involvement and the 
TABBS (Creed & Kendall, 2005) to measure therapist behavior (e.g., collaboration).  In 
the present study, child involvement and collaboration were measured using the STRF, 
which was guided by the ESRF developed by Tiwari (2011). In addition, Creed (2006) 
used two measures, the ADIS and CBCL, to measure treatment outcome. Similar to the 
present study, the primary measure of treatment outcome in Creed’s (2006) study was the 
ADIS. The current study identified treatment nonresponder and treatment responders per 
the composite CSR at posttreatment, but Creed (2006) used the difference in score 
between the pretreatment and posttreatemnt CSR. Creed (2006) also used the CBCL to 
measure treatment outcome. Creed’s (2006) results indicated that child involvement and 
therapist behavior (e.g., collaboration) were predictors of treatment outcome as measured 
by the CBCL. Last, Creed (2006) included three early sessions (1, 2, and 3) to measure 
early involvement but the present study included only the first session to measure early 
involvement.  
Similar to Creed (2006), Tiwari (2011) also included participants from the same 
sample (RCT3) as the current study. In addition, the current study measured child 
involvement and therapist behavior (i.e., collaboration) using the STRF, which was 
guided by the ESRF developed by Tiwari (2011).  However, there were methodological 
differences between the studies which may have contributed to differences in findings. 
Tiwari (2011) found that child involvement and collaboration predicted treatment 
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outcome. Tiwari (2011) rated child involvement and collaboration per segment (totaling 
three segments per session) using a global rating scale (0-4). This study aimed to 
replicate the rating method of Tiwari (2011); however, the present study did not rate child 
involvement and collaboration per segment using a global rating scale (0-4). The present 
study rated child involvement and collaboration for the entire session using a global 
rating scale (0-4). Given the fact that global ratings were not completed per segment, it 
was decided to exclude this rating from statistical analyses. The present study coded the 
presence or absence of child involvement during each five minute segment for the 60 
minute session (totaling 12 segments). Given that the coding of process variables per 
segment replicated the coding of play, it was determined to include this measure in the 
analysis of correlating the process variable with play. Both the present study and Tiwari’s 
(2011) study used the ADIS to determine treatment nonresponders and responders. 
However, Tiwari (2011) also included several additional measures for treatment outcome, 
such as the MASC, CBCL, and the TRF. The later measures, and not the ADIS, 
accounted for significant findings by Tiwari (2011).  Variability in methodology in the 
present study and in previous studies may have accounted for differences in findings.    
The secondary purpose of this paper was to explore the use of play interventions 
and CBT with materials in an empirically supported, manualized (Coping Cat) CBT 
program for childhood anxiety disorders. Play and CBT with materials were investigated 
between sessions (i.e., first session and mid-session), treatment groups (i.e., ICBT and 
FCBT), and age groups (i.e., 7 to 11 and 12 to 13). For sessions, results indicated that 
more play interventions were observed during the first session than during the seventh 
session. This is consistent with the treatment manuals for both ICBT and FCBT, which 
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specify the use of games during the first session. Results also indicated that more CBT 
interventions, specifically CBT with materials, were observed in the seventh session than 
in the first session. This is also consistent with the treatment manual, for both ICBT and 
FBCT, which specifies the use of a workbook to make abstract concepts commonly 
involved in cognitive restructuring (e.g., self-talk) more concrete.  
For treatment, results indicated a difference in play interventions when comparing 
ICBT treatment to FCBT treatment; however, this difference did not reach the significant 
level. This is consistent with the treatment manual for ICBT and FCBT. During the first 
session, both ICBT and FCBT incorporate a rapport building activity (e.g., conversation 
or game), which specifically recommends a game. However, during the first session, 
ICBT concludes with a game or activity and FCBT concludes with a review of 
homework. Although there is a slight difference in the use of play between the ICBT and 
FCBT treatment manuals, this difference is minor and insignificant.  
For age groups, results demonstrated a significant difference in segments with 
play interventions when comparing children between the ages of 7 and 11 with children 
between the ages of 12 and 13. This is consistent with theoretical research. Children 
between the ages of 7 and 11 are typically in the concrete operational stage of cognitive 
development and children 12 and older are typically in the formal operational stage of 
cognitive development.  When comparing children in the concrete operational stage with 
children in the formal operational stage, younger children are less capable of abstract 
thinking, have less sophisticated language skills, and are less emotionally developed than 
older children (Bee & Boyd, 2003; Saarni, 1999; Piaget, 1964). Play helps to make 
abstract concepts more concrete, facilitates communication, and aids in rapport building 
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with children (Axline, 1947; Harworth, 1964; Knell, 1993). Although the findings of this 
study were not quite significant, they begins to demonstrate an increased amount of play 
being incorporated into CBT treatment for children with anxiety disorders, particularly 
those who are younger and are typically in the concrete operational stage. The 
incorporation of play into CBT, based on age group and level of development, should be 
investigated further. Overall, these findings indicate fidelity to the manualized (Coping 
Cat) CBT program along with flexibility within this program (e.g., family involvement 
and age of child).  
Limitations of the Study  
Limitations of the current study warrant discussion. Insufficient power, caused by 
the small sample size, made it difficult to test mediation model hypotheses because it 
increased the chance of a Type II error. Further studies should include a larger sample 
size. Cohen’s (1988) statistical power analysis (i.e., n-needed tables) is recommended to 
estimate the desired sample size. The current study also presented limitations to 
generalizability. This study included a homogeneous sample of children ages 7 and 13 
with anxiety disorders who were treated with the Coping Cat program at the CAADC. 
Repeating the study with a more heterogeneous sample, within different treatment 
settings, and with various treatment interventions would increase the generalizability of 
findings.  
In addition, the limited age range of the sample used in the current study did not 
permit comprehensive investigation of developmental differences in treatment response. 
Future research would benefit from including children ranging from early childhood to 
adolescence. In addition, no measures were used to assess developmental level at the 
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onset of treatment. The inclusion of such measures would permit the investigation of 
child development, particularly cognitive development, as a mediator or moderator of 
treatment outcome (Hudson, Kendall, Coles, Robin, & Webb, 2002).  
Missing data in the RCT also presented limitations to the present study. Archival 
data from a RCT conducted at university based clinic for childhood anxiety disorders was 
reviewed to identify participants and their respective recorded sessions. The first and the 
mid-session of the  psychoeducation/ skills training component were identified for each 
participant. However, videotaped recording of the first and mid-session were missing for 
some participants. This missing data may have contributed to bias in analyses, which may 
then have contributed to misleading inferences (Chakraborty & Gu, 2009). Future studies 
should include a complete-case analysis, which is a statistical method used to analyze the 
data which would include only the completed cases and exclude participants with missing 
data (Chakraborty & Gu, 2009). This method would eliminate bias and misleading 
inferences due to missing data.  
The validity of the independent measure is unclear because it was only recently 
developed. The measure lends itself to the operationalization of play and CBT w/ 
materials in CBT as well as the quantification of these interventions. However, only one 
intervention was coded during each five minute segment, which may have resulted in the 
loss of information. A rating form which codes the minutes of each intervention would 
prevent the loss of information and provide more detailed information on each 
intervention. The measure has good face validity based on clinical research and practice; 
however, it is recommended that the measure be reviewed by additional clinicians who 
have expertise in CBT and by clinicians who have expertise in play therapy in order to 
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establish content validity (Kimberlin & Winterstein, 2008).  For future research, it is 
recommended that the current measure be correlated with scores on another highly 
related measure, preferably a measure considered the “gold standard,” to establish 
concurrent validity (Kimberlin & Winterstein, 2008, p. 2279). 
Future Research  
The efficacy of integrating developmental theory and play into manualized CBT 
programs needs to be examined through comparative studies (e.g., ICBT versus 
Developmental CBT and CBT versus CBPT) and comparative process-outcome studies. 
In order to examine if play and developmentally appropriate materials are change 
mechanisms in treatment, a measure, which has established validity and reliability, is 
needed to operationalize play and developmentally appropriate intervention. This 
measure, and more importantly, comparative process outcome research will permit the 
examination of important research questions. For instance, if treatment provided in a 
developmentally sensitive manner is the “key to effective outcomes” (Nelson & Tusaie, 
2011), then should developmentally appropriate interventions mediate the relationship 
between cognitive behavioral interventions and treatment outcome? Do developmentally 
appropriate materials and/ or play interventions mediate the relationship between 
traditional CBT interventions (e.g., skills training, cognitive restructuring, and exposure) 
and treatment outcome when working with children? If developmentally appropriate 
materials and/ or play interventions predict treatment outcome, does age or 
developmental level moderate this relationship?  
In order to investigate the influence of developmental factors in the 
implementation of CBT protocols with children, it is recommended that clinicians make 
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additional efforts to integrate developmental theory into current manualized CBT 
treatments for childhood anxiety. Logically, several steps are necessary in this process. 
First, a comprehensive approach to developmental theory (e.g., cognitive, language, play, 
emotion, and self-concept) is necessary. Second, this comprehensive developmental 
approach needs to be incorporated throughout the treatment process, including the 
implementation of pre- and post-assessments, the development of treatment plans, and 
the delivery of treatment interventions (Kinergy et al., 2006). Third, the integration of 
developmental theory into manualized CBT treatment, as it contributes to treatment 
outcome, needs to be investigated across and within developmental levels (e.g., early 
childhood, childhood, and adolescence or preoperational, concrete operational, and 
formal operational).  
Conclusion 
This study examined the mediation model of the relationship between process 
variables: child involvement and collaboration, play, and treatment outcome in an 
empirically-supported, manualized CBT for anxiety disorder in children. Findings did not 
support the hypothesis that process variables were mediators of the relationship between 
play and treatment outcome. Despite these findings, exploratory analysis provided 
support for the use of play in the Coping Cat program. Findings contribute to endeavors 
to identify, operationalize, and understand factors for change in CBT with children. This 
may also serve to enhance the overall treatment for anxiety disorders in children, 






Achenbach, T. (1991). Integrative guide for the 1991 CBCL/4-18 YSR and TRF.  
Burlington, VT: University of Vermont.  
Albano, A., Chorpita, B., & Barlow, B. H.  (2003). Childhood Anxiety Disorders. In E.J.  
Mash & R.A. Barkley (Eds.), Child psychopathology  (pp. 279-329). New York: 
Guilford Press. 
Albano, A., & Kendall, P. C. (2002). Cognitive-behavioural therapy for children and  
adolescents with anxiety disorders: clinical research advances. International 
Review of Psychiatry, 14, 129-134.  
American Psychiatric Association. (1980). Diagnostic and Statistical Manual of Mental  
Disorders (3rd ed.).  Washington, DC: Author.  
American Psychiatric Association. (1994). Diagnostic and Statistical Manual of Mental  
Disorders IV (4th ed.). Washington, DC: Author.  
American Psychiatric Association. (2000). Diagnostic and Statistical Manual of Mental  
Disorders IV-R (4th ed. rev.). Washington, DC: Author. 
Association for Play Therapy. (2011). About Play Therapy. Retrieved June 3, 2011 from  
http://www.a4pt.org/ps.playtherapy.cfm   
Astinger, J.  W., & Edward, M.  J. (2010). The development of theory of mind in early  
childhood. Encyclopedia on Early Childhood Development.  Published online 
August 5, 2010. 
Athanasiou, M. S. (2007). Play-based approaches to preschool assessment. In B. A.  
Bracken &R. J. Nagle (Eds.), Psychoeducational Assessment of Preschool 
Children (4th ed., pp. 219-238). Boston, MA: Allyn & Bacon.   
73 
 
Axelson, D. A., & Birmaher, B. (2001). Relation between anxiety and depressive  
disorders in childhood and adolescence. Depression and Anxiety, 14(2), 67-78.  
Axline, V. (1947). Play therapy. Cambridge, MA: Houghton Mifflin Company.  
Axline, V. (1969). Play therapy, Revised Edition. New York: Ballantine Books.  
Baggerly, J. (2004). The effects of child-centered group play therapy on self –concept,  
depression, and anxiety of children who are homeless. International Journal of 
Play Therapy, 13 (2), 31-51.  
Banerjee, R. (2001). Social-cognitive factors in childhood social anxiety: a preliminary  
investigation. Social Development, 10 (4), 558-572.   
Baron, R. M., & Kenny, D. A. (1986). The Moderator-mediator variable distinction in  
social psychological research: Conceptual, strategic, and statistical consideration. 
Journal of Personality and Social Psychology, 51 (6), 1173-1182.  
Barrett, P. M., Dadds, M. R., & Rapee, R. M. (1996). Family treatment of childhood  
anxiety: A controlled trial. Journal of Consulting and Clinical Psychology, 64, 
333-342.  
Barrett, P., & Farrell, L. (2009). Prevention of child and youth anxiety and anxiety  
disorders. Oxford handbook of anxiety and related disorders (pp. 497-511). New 
York, NY: Oxford University Press.  
Beck, A. T., & Weishaar, M.E. (2000). Cognitive therapy. In R. J. Corsini & D.  
Wedding (Eds.), Current Psychotherapies (6th  ed., 241-272). Itasca, IL: Peacock 
Publishing.  
Beck, J. S. (1995). Cognitive therapy: Basics and beyond. New York: Guilford. 
74 
 
Bee, H. L., & Boyd, D. R. (2003). The developing child  (10th  ed.). Boston, MA: Allyn  
and Bacon. 
Beesdo, K., Knappe, S., & Pine, D. (2009). Anxiety and anxiety disorders in children and  
adolescents: developmental issues and implications for DSM-V. Psychiatry Clinic 
of North America, 32(2), 483-524.  
Beidas, R. S., Benjamin, C., Puleo, C., Edmunds, J., & Kendall, P. C. (2010). Flexible  
applications of the Coping Cat Program for anxious youth. Cognitive and 
Behavioral Practice, 17 (2), 142-153.  
Berman, S.L., Weems, C.F., Silverman, W.K., & Kurtines, W.M. (2000). Predictors of  
           outcome in exposure-based cognitive and behavioral treatments for phobic and    
           anxiety disorders in children. Behavior Therapy, 31, 713-731.  
Bernstein, G. A., Bernat, D. H., Victor, A. M., & Layne, A. E. (2008). School-based  
interventions for anxious children: 3-, 6-, and 12-month follow-ups. Journal of 
American Academy Child and Adolescent Psychiatry,47 (9), 1039-1046.  
Bernstein, G. A., Layne, A. E., Egan, E. A., & Tennison, D. M. (2005). School-based  
interventions for anxious children. Journal of American Academy Child and 
Adolescent Psychiatry, 44 (11), 1118-1127.  
Bittner, A., Egger, H.L., Erkanli, A., Costello, E.J., Foley, D.L., & Angold, A. (2007).  
What do childhood anxiety disorders predict? Journal of Child Psychology and 
Psychiatry, 48, 1174-1183.  




Bratton, S., Ray, D., Rhine, T., & Jones, L. (2005). The Efficacy of Play Therapy With  
Children: A Meta-Analytic Review of Treatment Outcomes. Professional 
Psychology: Research and Practice, 36 (4), 376-390.  
Burroughs, M., Wagner, W., & Joshnson,  J. T. (1997). Treatment with children of  
divorce: A comparison of two types of therapy. Journal of Divorce and 
Remarriage, 27, 83-99.  
Casey, R. J., & Berman, J. S. (1985). The outcome of psychotherapy with children.  
Psychological Bulletin, 98, 388-400.  
Cassell, S. (1965). Effects of brief puppet therapy upon the emotional response of  
children undergoing cardiac catheterization. Journal of Consulting Psychology, 
29, 1-8.  
Chakraborty, H., & Gu, Hong, G. (2009). A mixed model approach for intent-to-treat  
analysis in longitudinal clinical trials with missing values. RTI Press publication. 
No. MR-0009-0903. Research TRaingle Park, NC. RTI International. Retrieved 
[date] from http://www.rti.org/rtipress. 
Chambless, D. L. & Hollon, S. D. (1998). Defining empirically supported therapies.  
Journal of Consulting and Clinical Psychology, 64, 497-504.  
Chorpita, B. F. (2007). Modular cognitive-behavior therapy for childhood anxiety  
disorders. New York: Guilford.  
Chu, B. C., & Kendall, P. C. (1999). Child Involvement Rating Scale (CIRS): Scoring  





Chu, B.C., & Kendall, P.C. (2004). Child involvement and outcome in a manual-based  
cognitive-behavioral treatment for anxious youth. Journal of Consulting and 
Clinical Psychology, 72, 821-829.  
Clatworthy, S. (1981). Therapeutic play: Effects on hospitalized children. Journal of  
Association for Care of Children’s Health, 9, 108-113.  
Cobham, V. E., Dadds, M. R., Spence, S. H., & McDermott, B. (2010). Parental anxiety  
in the treatment of childhood anxiety: A different story three years later. Journal 
of Clinical Child & Adolescent Psychology, 39 (3), 410-420.  
Cochran, N. H., Nording, W. J., & Cochran, J. L. (2010). Child-centered play therapy.  
Hoboken, NJ: John Wiley.  
Cohen, J. (1988). Statistical power analysis for the behavioral sciences (2
nd
 ed.).  
Hillsdale, NJ: Lawrence Erlbaum Associates.  
Costello, E., Egger, H. L., & Angold, A. (2005). The developmental epidemiology of  
anxiety disorders: Phenomenology, prevalence, and comorbidity. Child and 
Adolescent Psychiatric Clinics of North America, 14, 631-648.  
Creed, T. (2006). A mediation model of early predictors of treatment outcomes  
within a cognitive-behavioral therapy for children with anxiety disorders: Child 
involvement, therapist behavior, and alliance. Retrieved from ProQuest Digital 
Dissertations. (AAT 3255111)  
Creed, T., & Kendall, P. C. (2005). Therapist Alliance-Building Behavior Within a  
Cognitive-Behavioral Treatment for Anxiety in Youth. Journal of Consulting and 




Denham, S. A. (1998). Emotional development in young children. New York: Guilford  
Press.  
Doherr, L., Reynolds, S., Wetherly, J., & Evans, E. H. (2005). Young children’s ability to  
engage in cognitive therapy tasks: Associations with age and education 
experience. Behavioural and Cognitive Psychotherapy, 33, 201-215.  
Dougherty, J., & Ray, D. (2007). Differential impact of play therapy on developmental  
levels of children. International Journal of Play Therapy, 16 (1), 2-19.  
Edwards, J. R., & Lambert, L., S. (2007). Methods for integrating moderation and  
mediation: A general analytical framework using moderated path analysis. 
Psychological Methods, 12 (1), 1-22.  
Eggen, P., & Kauchak, D. (2004). Educational psychology: windows on classrooms (6th 
ed.). Upper Saddle River, New Jersey: Pearson.  
Elkind, D. (1967). Egocentrism in adolescence. Child Development, 38 (4), 1025-1034.  
Erikson, E. H. (1969). Identity: Youth and crisis. New York: Norton.  
Erikson, E. H. (1980). Identity and the life cycle. New York: Norton.  
Esman, A. H. (1983). Psychoanalytic play therapy. In C. E. Schaefer and K. J. O’Connor  
(Eds.), Handbook of Play Therapy (pp. 11-20). New York: Wiley.  
Frazier, P. A., Tix, A. P., & Barron, K. E. (2004). Testing moderator and mediator effects  
in counseling. Journal of Counseling Psychology, 51 (1), 115-134. doi: 
10.1037/0022-0167.51.1.115 
Freud, A. (1926). The psychoanalytic treatment of children. London: Imago Press.  




Friedberg, R. D., & McClure, J. M. (2002). Clinical practice of cognitive therapy with  
children and adolescents. New York: Guilford Press.  
Frost, J. L., (1992). Play and playscapes. Albaney, New York: Delmar. 
Goodwin, R. D., Fergusson, D.M., & Horwood, L. J., (2004). Early anxious/ withdrawn  
behaviours predict later internalizing disorders. Journal of Child Psychology and 
Psychiatry, 45 (4), 874-883.  
Gordon, S. L. (1989). The socialization of children’s emotions: emotional culture,  
competence and exposure. In C. Saarni & P.L. Harris (Eds.), Children’s 
understanding of emotions (pp. 319-349). New York: Cambridge University 
Press.  
Gorin, S. S. (1993). The prediction of child psychotherapy outcome: Factors specific to  
treatment. Psychotherapy, 30, 152-158.  
Gosch, E. A. & Flannery-Schroeder, E. (2006). School-based interventions for anxiety  
disorders. Cognitive-Behavioral Interventions in an Educational Setting, 65-84.   
Gosch, E. A., Flannery-Schroeder, E., Mauro, C. F., & Compton, S. N. (2006). Principles  
of cognitive-behavioral therapy for anxiety disorders in children. Journal of 
Cognitive Psychotherapy: An International Quarterly, 20 (3), 247-262.  
Grave, J., & Blissett, J. (2004). Is cognitive behavior therapy developmentally  
appropriate for young children? A critical review of the evidence. Clinical 
Psychology Review, 24, 399-422.  
Green, E. J., & Christensen, T. M. (2006). Elementary school children’s perceptions of  
play therapy in school settings. International Journal of Play Therapy, 15 (1), 65-85.  
79 
 
Grover, R. L.,  Hughes, A. A., Bergman, R. L., & Kingery, J. N. (2006). Treatment  
medications based on childhood anxiety diagnosis: demonstrating the flexibility 
in manualized treatment. Journal of Cognitive Psychotherapy: An International 
Quarterly, 20 (3), 275-284.   
Guerney, B. (1964). Filial Therapy: Description and rationale. Journal of Consulting  
Psychology, 28, 304-310.  
Guerney, L. F. (1983). Client-centered (nondirective) play therapy. In C. E. Schaefer &  
K. J. O’Connor (Eds.), Handbook of Play Therapy (pp. 21-64). New York: Wiley.  
Hambridge, G. (1955). Structured play therapy. American Journal of 
Orthopsychiatry, 25, 601-617. 
Guerney, L. F. (2000). Filial therapy into the 21st century. International Journal of Play  
Therapy, 9 (2), 1-17.  
Guerney, L. F. (2003). The history, principles, and empirical basis of filial therapy. In R.  
VanFleet & L. F. Guerney (Eds.), Casebook of filial therapy (pp. 1-19). Boiling 
Spring, PA: Play Therapy Press.  
Hambridge, G. (1955). Structured play therapy. American Journal of Orthopsychiatry,  
25, 601-617. 
Hansen, S., & Saxe, G. (2009). Trauma systems therapy: A replication of the model  
integrating cognitive behavioral play therapy into child and family therapy.  In A. 
Drewes (Ed.), Blending play therapy with cognitive behavioral therapy: 
Evidence-based and other effective treatments and techniques (pp. 139-164). 
Hoboken, NJ: John Wiley & sons.  
80 
 
Haworth, M. R. (1964). Child psychotherapy: Practice and theory. Northvale, NJ: Jason  
and Aronson.  
Hazlett-Stevens, H. (2008). Psychological Approaches to Generalized Anxiety Disorder:  
A clinical guide to assessment and treatment. New York: Springer Science & 
Business Media.  
High, R. (2000). Important factors in designing statistical power analysis studies.  
Computing News, Summer issue, 14-15.  
Hirshfeld-Becker, D. R., Masek, B., Henin, A., Blakely, L. R., Pollock-Wurman, R. A.,  
McQuade, J., … Biederman, J. (2010). Cognitive behavioral therapy for 4- to 7-
year-old children with anxiety disorders. Journal of Consulting and Clinical 
Psychology, 78 (4), 498-510.  
Howard, B., Chu, b. C., Krain, A. L., Marrs-Garcia, M. A., & Kendall, P. C. (2000).  
Cognitive-behavioral family therapy for anxious children: Therapist manual (2nd 
ed.). Ardmore, PA: Workbook.  
Hudson, J. L., Kendall, P. C., Coloes, M. E., Robin, J. A., & Webb, A. (2002). The other  
side of the coin: Using intervention research in child anxiety disorder to inform 
developmental psychopathology. Development and Psychopathology, 14, 819-
841.  
Irwin, E. C. (1983). The diagnostic and therapeutic use of pretend play. In C. E. Schaefer  




Ishikawa, S., Okajima, I., Matsuoka, H., & Sakano, Y. (2007). Cognitive Behavioural  
Therapy for Anxiety Disorders in Children and Adolescents: A Meta-Analysis. 
Child & Adolescent Mental Health, 12 (4), 164-172.  
Johnson, P., & Stockdale, D. (1975). Effects of puppet play on Palmar sweating of  
hospitalized children. The John Hopkins Medical Journal, 137, 1-5.  
Karver, M., Handelsman, J., Fields, S., &  Bickman, L. (2005). A theoretical model of  
common process factors in youth and family therapy. Mental Health Services 
Research, 7 (1), 35-51.  
Kazdin, A. E., & Kendall, P. C. (1998). Current progress and future plans for developing  
effective treatments: Comments and perspectives. Journal of Clinical Child 
Psychology, 27, 217-226.  
Kendall, P.C. (1990). Cognitive-behavioral therapy for anxious children:  Therapist  
Manual (2nd ed.).  Ardmore, PA: Workbook Publishing.  
Kendall, P. C. (1994). Treating anxiety disorders in children: Results of a randomized  
clinical trail. Journal of Consulting and Clinical Psychology, 62, 100-110.  
Kendall, P.C., Aschenbrand, S., & Hudson, J. (2003). Child-focused treatment of anxiety.  
Evidence-based psychotherapies for children and adolescents (pp. 81-100). New 
York, NY US: Guilford Press. Retrieved from PsycINFO database. 
Kendall, P. C., Choudhury, M., Hudson, J., & Webb, A. (2002). The C.A.T. Project  





Kendall, P. C., Chu, B., Gifford, A. Hayes, C., & Nauta, M. (1998). Breathing life into a  
manual: Flexibility and creativity with manual-based treatments. Cognitive and 
Behavioral Practice, 5 (2), 177-198.  
Kendall, P. C., Flannery-Schroeder, E., Panichelli-Mindel, S. M., Southam-Gerow, M.,  
Henin, A., & Warman, M. (1997). Therapy for youths with anxiety disorders: A 
second randomized clinical trial. Journal of Consulting and Clinical Psychology, 
65, 366-380.  
Kendall, P.C., Gosch, E., Hudson, J.L., Flannery-Schroeder, E. & Suveg, C. (2008).  
Cognitive- behavioral therapy for anxious disordered youth: a randomized clinical 
trial evaluating child and family modalities. Journal of Counseling and Clinical 
Psychology, 76 (2), 282-297.  
Kendall, P. C., Kortlander, E., Chansky, T. E., & Brady, E. U. (1992). Comorbidity of  
anxiety and depression in youth: Treatment implications. Journal of Consulting 
and Clinical Psychology, 60 (6), Dec 1992, 869-880.  
Kendall, P. C., Robin, J. A., Hedtke, K. A., Suveg, C., Flannery-Schroeder, E., & Gosch,  
E. (2005). Considering CBT with anxious youth? Think exposures. Cognitive and  
Behavioral Practice, 12, 136-150.  
Kendall, P. C., Safford, S., Flannery-Schroeder, E., & Webb, A. (2004). Child anxiety  
treatment: outcome in adolescence and impact on substance abuse use and 
depression at 7.4 year follow-up. Journal of Consulting and Clinical Psychology, 





Kendall, P. C., & Southam-Gerow, M.A. (1996). Long-term follow-up of a cognitive- 
behavioral therapy for anxious disordered youth. Journal of Consulting and 
Clinical Psychology, 64 (4), 724-730.   
Kimberlin, C. L., & Winterstein, A. G. (2008). Validity and reliability of measurement  
instruments used in research. American Journal Health-Systems Pharmacology, 
65 (1), 2276-2284.  
Kingery, J. N., Roblek, T. L., Suveg, C., Grover, R. L., Sherrill, J. T., & Bergman, R. L..  
(2006). They’re not just “little adults”: Developmental Considerations for 
Implementing Cognitive- Behavioral therapy with anxious youth. Journal of 
Cognitive Psychotherapy: An International Quarterly, 20, 263-51.  
Kinney, A. (1991). Cognitive-behavior therapy with children: Developmental  
reconsiderations. Journal of Rational-Emotive & Cognitive-Behavior Therapy, 9 
(1), 51-61. 
Klein, M. (1932). The psycho-analysis of children. London: Hogarth.  
Knell, S. (1993). Cognitive-Behavioral Play Therapy. Northvale, NJ: Jason Aronson.  
Knell, S. (1998). Cognitive-behavioral play therapy. Journal of Clinical Child  
Psychology, 27 (1), 28-33.  
Knell, S. (2000). Cognitive-behavioral play therapy for childhood fears and phobias. In.  
H. G. Kaduson & C. E. Schaefer (Eds.), Short-term play therapy for children, (pp. 






Knell, S., & Dasari, M. (2009). CBPT: Implementing and integrating CBPT into clinical  
practice. In A. A. Drewes (Ed.), Blending play therapy with cognitive behavioral 
therapy: Evidence-based and other effective treatments and techniques (pp. 321-
352). Hoboken, NJ US: John Wiley & Sons Inc. Retrieved from PsycINFO 
database. 
 
Koeppen, A. S. (1974). Progressive muscle relaxation for children. Elementary School  
Guidance and Counseling, 9, 14-21.  
Kottman, T. (1997). Adlerian play therapy. In K. O’Connar & L. M. Brausman (Eds.).  
Play Therapy Theory and Practice: A comparative presentation (pp. 310-340). 
New York: John Wiley.  
Krain, A., Hudson, J., Choudhury, M., & Kendall, P. C. (2000). Family education,  
support, and attention for child anxiety. Unpublished therapist manual, Temple  
University.  
Kramer, H.C., Frazier, Wilson, T., Fairburn, C.G., & Agras, S. (2002). Mediators and  
moderators of treatment effects in randomized clinical trials. Archive General 
Psychiatry, 59, 887-884. 
Landreth, G. (2002). Play therapy: The art of the relationship (2nd ed.). New York:  
Brunner-Routledge.  
Landreth, G., Ray, D. C., & Bratton, S. C. (2009). Play therapy in the schools.  





Landreth, G., & Sweeney, D. (1997). Child-centered play therapy. In K. J. O’Connor, &  
L. M. Braverman (Eds.), Play therapy theory and practice: A comparative 
presentation (pp. 17-45). New York: John Wiley & Sons. 
LeBlanc, M. & Ritchie, M. (2001). A meta-analysis of play therapy outcomes.  
Counseling Psychology Quarterly, 14(2), 149-163.  
Lochman, J.E., Boxmeyer, C., & Powell, N. (2009). Moving beyond efficacy and  
effectiveness in evidence-based psychological interventions for children and 
adolescents. Journal of Counseling and Clinical Psychology, 77 (3), 397-409. doi: 
10.1037/a0015954 
Lowenfeld, M. (1939). The world pictures of children: A method of recording and  
studying them. British Journal of Medical Psychology, 18, 65-101. 
Lowenfeld, M. (1991). Play in childhood. New York: Cambridge University Press.  
(Original work published in 1935.) 
Mallinckrodt, B., & Abraham, W. T., Wei, M., & Russell, D. W. (2006). Advances in  
testing the statistical significance of mediation effects. Journal of Counseling 
Psychology, 53, 372-378.  
Manassis, K., Mendlowitz, S. L., Scapillato, D., Avery, D., Fiksenbaum, L., Freire, M.,  
Mongo, S., & Owens, M. (2002). Group and individual cognitive-behavioral 
therapy for childhood anxiety disorders: A randomized trial. Journal of the 
American Academy of Child and Adolescent Psychiatry, 41, 1423-1430.  
Mayes, R., & Horwitz, A. V. (2005). DSM-III and the revolution in the classification of  
mental illness. Journal of the History of the Behavioral Sciences, 41 (3), 249-267. 
doi: 10.1002/jhbs.20103  
86 
 
Milos, M., & Reis, S. (1982). Effects of three play conditions on separation anxiety in  
young children. Journal of Consulting and Clinical Psychology, 50, 389-395.  
Nelson, A., & Tusaie, K. R. (2011). Developmentally sensitive cognitive behavioral  
therapy: guides from pedagogy. Archives of Psychiatric Nursing, 25(6), 485-487. 
Parten, M. (1933). Social play among preschool children. Journal of Abnormal and social  
Psychology 28, 136–147.  
Piaget, J. (1962). Play, dream, and imitation in childhood. London: Routledge & Kegan  
Paul.   
Piaget, J. (1964). Development and learning. In M. Gauvain & M. Cole (Eds.), Readings  
on the Development of Children (2nd  ed., pp. 19-28). New York: Freeman and 
Company.  
Piaget, J., & Inhelder, B. (1969). The psychology of the child. New York: Basic Books.  
Podell, J. L., Martin, E. D., & Kendall, P. C. (2009). Incorporating play within a manual- 
based treatment for children and adolescents with anxiety disorder. In A. A. 
Drewes (Ed.), Blending play therapy with cognitive behavioral therapy: 
Evidence-based and other effective treatments and techniques (pp. 165-178). 
Hoboken, NJ US: John Wiley & Sons Inc.  
Preacher, K. L., & Hayes, A. F. (2004). SPSS and SAS procedures for estimating indirect  
effects in simple mediation models. Behavior Research Methods, Instruments, 
and Computers, 36 (4), 717-731.  
Rae, W., Worchel, F., Upchurch, J., Sanner, J., & Daniel, C. (1989). The psychosocial  




Rapoport, J. L., & Ismond, D. R. (1996). DSM-IV training guide for diagnosis of  
childhood disorders. New York: Brunner/ Mazel.  
Russ, S. (1998). Introductory comments to special section on developmentally based  
integrated psychotherapy with children: Emerging models. Journal of Clinical 
Child Psychology, 27, 2-3.  
Saarni, C. (1999). The development of emotional competence. New York: Guildford  
Press.  
Sauly, A., Yount, S., Kelly-Vancel, L., & Ryalls, B. (2011). Using play interventions to  
improve the play skills of children with language delay. International Journal of 
Psychology: A Biopsychosocial Approach, 9, 105-122.  
Sauter, F. M., Heyne, D., & Westenberg, P. W. (2009). Cognitive behavior therapy for  
anxious adolescents: Developmental influences on treatment design and delivery.  
Clinical Child Family Psychological Review, 12, 310-335.  
Schaefer, C. E. (1999). Curative factors of play therapy. Journal of the Professional  
Counselor, 14, 7-16.  
Schaeffer, C. E. (2001). Prescriptive play therapy. International Journal of Play Therapy,  
19 (1), 57-73.   
Schaeffer, C. E., & Drewes, A. A. (2009). The therapeutic powers of play and play  
therapy. In A. A. Drewes (Ed.), Blending play therapy with cognitive behavioral 
therapy: Evidence-based and other effective treatments and techniques (pp. 3-17). 
Hoboken, NJ: John Wiley & Sons.  




Selman, R. L. (1980). The growth of interpersonal understanding. New York: Academic  
Press.  
Shaffer, D. (1983). A Children’s Global Assessment Scale (CGAS). Arch Gen  
Psychiatry, 40, 1228-1231.  
Shelby, J. S. (2000). Brief therapy with traumatized children: A developmental.  
perspective. In H. G. Kaduson & C. E. Schaefer (Eds.), Short-term play therapy 
for children (pp. 69-104). New York: Guildford Press.  
Shelby, J. S., & Berk, M. S. (2009). Play therapy, pedagogy, and CBT: An argument for  
interdisciplinary synthesis. In  A. A. Drewes (Ed.), Blending play therapy with 
cognitive behavioral therapy: Evidence-based and other effective treatments and 
techniques, (pp. 17-40). Hoboken, NJ, US: John Wiley & Sons Inc.  
Shen, Y. (2002). Short-term group play therapy with Chinese earthquake victims: Effects  
on anxiety, depression, and adjustment. International Journal of Play Therapy, 1 
(11), 43-63.   
Shirk, S. R., & Karver, M. (2003). Prediction of treatment outcome from relationship  
variables in child and adolescent therapy: A meta-analytic review. Journal of  
Counseling and Clinical Psychology, 71 (3), 452-464.  
Shirk, S. R.,  & Saiz, C. C. (1992). Clinical, empirical, and developmental perspectives  
on the therapeutic relationship in child psychotherapy. Development and 
Psychopathology, 4, 713-728.  
Shrout, P. E. & Bolger, N. (2002). Mediation in experimental and nonexperimental  
studies: New procedure. Psychological Methods, 7( 4), 422-445.  
89 
 
Siegal. J. (1977). Hahnemann Child Impairment Scale: Code. Philadelphia: Hahnemann  
Medical College and Hospital.  
Sigelman, C. K., & Rider, E.  A. (2006). Life-span: Human development (5th ed.).  
Canada: Thompson-Wadsworth.  
Silverman, W. K., & Albano, A. M. (1996). The Anxiety Disorders Interview Schedule  
for DSM-IV: Parent Interview Schedule. San Antonio, TX: Graywind.  
Silverman, W. K., & Nelles, W. B. (1999). The anxiety disorders interview schedule for  
children.  Journal of the American Academy of Child and Adolescent Psychiatry, 
27, 772-778.  
Silverman, W.K., Kurtines, W.M., Ginsburg, G.S., Weems, C.F., & Lumpkin, P.W., &  
Carmichael, D.H. (1999). Treating anxiety disorders in children with group 
cognitive-behavioral therapy: A randomized clinical trial. Journal of Consulting 
and Clinical Psychology, 67, 995-1003.  
Silverman, W. K., Pina, A. A., & Viswesvaran, C. (2008). Evidence-based psychosocial  
treatments for phobic and anxiety disorders in children and adolescents. Journal of 
Clinical Child & Adolescent Psychology, 37 (1), 105-130.  
Silverman, W. K., Saavedra, L. M., & Pina, A. A. (2001). Test-retest reliability of anxiety  
symptoms and diagnoses with the Anxiety Disorders Interview Schedule for 
DSM-IV: Child and Parent Version. Journal of the American Academy of Child 




Snyder, J., Bullard, L., Wagener, A., & Leong, P. K. (2009). Childhood anxiety and  
depressive symptoms: Trajectories, relationships, and associations with 
subsequent depression. Journal of Clinical Child and Adolescent Psychiatry, 38 
(6), 837-849.  
Southam-Gerow, M. A. & Kendall, P. C. (2006). Supervising a manual-based treatment  
program in the university and the community: a tale of two cities. In N. T. Kerby  
(Ed.), Helping others help children: Clinical supervision of child psychotherapy 
(pp. 123-136). Washington, DC: American Psychological Association.  
Sountham-Gerow, M. A., Kendall, P. C., & Weersing, R. (2001). Examining outcome  
variability: Correlates of treatment response in a child and adolescent anxiety 
clinic. Journal of Clinical Child & Adolescent Psychology, 30 (1), 422-436.  
Spence, S. H. (1998). A measure of anxiety symptoms among children. Behaviour  
Research and Therapy, 36, 545-566.  
Strauss, C.C., Frame, C.L., & Forehand, R. (1987). Psychosocial impairment associated  
with anxiety in children. Journal of Clinical Child & Adolescent Psychology, 16 
(3), 235-239.  
Tew, K., Landreth, D., Joiner, K. D., & Solt,  M. D. (2002). Filial therapy with parents of  
chronically ill children. International Journal of Play Therapy, 11 (1), 79-100.  
Tiwari, S. (2011). Characteristics of exposure sessions as predictors of differential  
treatment response in a sample of anxious children. Retrieved from ProQuest 




Treadwill, K. R., & Kendall, P. C. (1996). Self-talk in youth with anxiety disorders: state  
of mind, content specificity, and treatment outcome. Journal of Consulting and 
Clinical Psychology, 64 (5), 941-950.  
Urquiza, A. J., Zebell, N. M ., Blacker, D. (2009). Innovation and integration: Parent- 
child interaction therapy as play therapy. In A.A.  Drewes (Ed.), Blending play 
therapy with cognitive behavioral therapy: Evidence-based and other effective 
treatments and techniques (pp. 199-218). Hoboken, NJ: John Wiley & Sons.  
Vafa, M. A., & Ismail, K. H. (2009). Reaching out to single parents through filial  
therapy. US-China Education Review, 6 (2), 1-12.  
Valentino, K., Cicchetti, D., Toth, S.L., & Rogosch, F.A. (2006).  Mother-child play and  
emerging social behaviors among infants from maltreating 
families.  Developmental Psychology, 42, 474-485. 
Victor, A. M., Bernat, D. H., Bernstein, G. A., & Layne, A. E. (2007). Effects of parent  
and family charateristics on treatment outcome of anxious children. Journal of 
Anxiety Disorders, 21 (6), 835-848.  
Vygotsky, L. S. (1978). Mind in society: The development of higher psychological  
processes. Cambridge: Harvard University Press.  
Warren, S.,& Sroufe, A. (2004). Developmental issues. In T. Ollendick & J. March  
(Eds.), Phobic and anxiety disorders in children and adolescents: A clinician’s 
guild to effective psychosocial and pharmacological interventions (pp. 92–115). 





Wood, J. J., Piacentini, J. C., Southam-Gerow, M., Chu, B. C., & Sigman, M. (2006).  
Family cognitive behavioral therapy for child anxiety disorders. Journal of 












































SKILLS TRAINING RATING MANUAL (STRM) 
Overview 
This manual provides instructions for rating two therapy sessions of two Coping 
Cat programs, the Individual Cognitive Behavior Therapy (ICBT) and the Family 
Cognitive Behavior Therapy (FCBT), both manualized CBT programs for anxious 
children. Specifically, the first and seventh sessions, both part of the first segment the 
ICBT and FCBT Coping Cat programs, will be rated. The first segment of both of these 
programs focuses on psycho-education and skills training. Psycho-education and skills 
training is provided to help the child (and family) learn to identify the times when he or 
she is feeling anxious and also to introduce strategies for managing anxiety. Strategies 
include: identifying bodily arousal, engaging in relaxation, recognizing anxious thoughts, 
problem solving, and self-reward  
As a rater, you are being asked to view and closely examine different portions of 
sessions 1 and 7 for both of these programs, for the presence of play interventions/ 
materials, cognitive-behavioral interventions, and cognitive-behavioral interventions 
delivered in a developmentally appropriate way. Additionally, you will be asked to 
provide global ratings on process variables (e.g., level of child involvement and 
collaboration) during each session. 
 
Session Description for Individual Cognitive Behavior Therapy (ICBT)  
First Session 
The first session in which psycho-education and skill training takes place 
generally consists of the following components: (a) rapport building, (b) psycho-
education, (c) information gathering, and (d) closing activity, such as a game or the STIC 
task. A description of the first session is now provided.  
 
1. The first goal is to build rapport with the child.  
a. The first 10-15 minutes are for rapport building (i.e., conversation and/ or 
games).  
b. The therapist introduces the “Personal Facts”, game in which both the 
child and therapist provide answers to the same questions.  
2. The second goal is to provide psycho-education (i.e., overview and rationale for 
program and discussion of therapy goals). 
3. The third goal is to encourage the child’s participation and verbalization.  
a. The child is invited to ask questions.  
b. The child is encouraged to tell some stories which provide information on 
the child’s experience with anxiety. The therapist rewards the child’s 
participation.   
4. The fourth goal is to introduce the Show-That-I-Can task.  








The seventh session in which skills training takes place generally consist of the 
following components: (a) review of anxious self-talk and coping self-talk, (b) review of 
relaxation training, and (c) skills training (i.e., coping skills and problem solving skills).  
 
1. The first goal is to review the STIC task homework assignment and previously 
introduced skills.  
a. The therapist will discuss with the child, the anxious experiences he or 
she described in his/her journal. 
b. The therapist will focus the discussion on how the child knew he or she 
was anxious and what his or her anxious self-talk was, using the “triple-
column” procedure from the Coping Cat workbook.   
2. The second goal is to review relaxation training (i.e., deep breaths and 
relaxing muscles).  
3. The third goal is to develop coping skills through cognitive restructuring (i.e., 
1, 2, 3, step intervention), skills training (1, 2, 3 step intervention), and 
modeling.  
a. The 1, 2, 3 step intervention consists of the following steps: 
 1st step: recognizing anxious feelings and applying relaxation 
strategies.  
 2nd step: identifying self-talk and using cognitive restructuring to 
challenge thoughts.  
 3rd step: developing a plan for coping with the anxiety.   
4. The therapist will give the child homework to use the Show-That-I-Can task. 
 
Session Description for Family Cognitive Behavior Therapy (FCBT)  
First Session 
The first session in which psycho-education and skill training takes place 
generally consists of the following components: (a) rapport building, (b) psycho-
education, (c) information gathering, and (d) closing activity, such as a game or the STIC 
task. A description of the first session is now provided.  
 
1. The first goal is to build rapport with the child and family.  
c. The first 10-15 minutes are for rapport building (i.e., conversation and/ or 
games) with the child and parent(s).  
d. The therapist introduces an activity or game (i.e., the Ungame, 
personalized game cards) in which the child, parent(s), and therapist 
provide answers to personal questions.  
2. The second goal is to provide psycho-education (i.e., overview and rational for 
program and discussion of therapy goals). 
3. The third goal is to discuss the presenting problem with the child and family.  
4. The fourth goal is to summarize issues discussed during the session and to address 
any questions or concerns about therapy.  






The seventh session in which skills training takes place generally consist of the 
following components: (a) STIC tasks and (b) introduction and practice of self-rating and 
self-rewarding.  
 
1. The first goal is to review the STIC task homework assignment and previously 
introduced skills. 
a. The therapist will ask whether the family has any question, concerns, or 
observations they wish to share. 
b. The therapist will initiate a discussion about the family’s recorded 
experience of an anxious situation.  
c. The therapist will give stickers or points earned.  
2. The second goal is to introduce self-rating and reward (the “Results and 
Rewards” of the FEAR acronym).  
3. The third goal is to practice self-rating and rewarding self. 
a. The therapist will assist the family in identifying different types of self-
reward. 
b. The therapist will initiate a role play in which the child uses the self-
reward in a previously experienced anxious situation.  
c. The therapist introduces a cartoon strip in which the character attempts 
to cope with an anxious situation. The child is invited to complete the self-
reward portion (i.e., via filling out a thought bubble). 
c. The therapist introduces another anxious provoking situation familiar 
for the child and encourages the child to role play with a family member.  
4. The therapist will give the child homework to use the Show-That-I-Can task. 
 
 
Definition of Play and Cognitive-Behavioral Interventions 
 
The following definitions are offered to clarify and differentiate play and 
cognitive-behavioral interventions which will be rated during First Session and Mid-
Session.  
 
Play intervention- a therapeutic intervention which involves the use of games or toys 
(i.e., stuffed animals, puppets, dolls, doll house, clay, books, etc.).  
 
Free play- the use of games and toys, most often selected by the child, in which the 
formation of the therapeutic relationship or the reinforcement for participation in therapy 
is most often the mission. This form of play is generally used during the introduction of a 
session or the end of a session.  
 
Goal-directed play- the purposeful use of games and toys, most often selected by the 
therapist, in which play is used to facilitate cognitive-behavioral interventions. This form 




Combined-type play – the use of games or toys which combines both free and goal-
directed play. This form of play usually starts as free play but then incorporates 
(cognitive-behavioral) interventions in order to achieve a treatment goal.  
 
Cognitive-behavioral interventions – interventions traditionally used during cognitive 
behavioral therapy. Cognitive-behavioral interventions include, but are not limited to, 
psychoeducation, cognitive restructuring, skills training, exposure, systematic 
desensitization, homework, and contingency management.  
 
Cognitive-behavioral interventions implemented with developmentally appropriate 
materials – an age appropriate delivery of interventions in which materials are combined 
with cognitive-behavioral interventions in order to facilitate communication and 
comprehension. Interventions often incorporate the use of materials such as worksheets, 
construction paper, crayons, markers, dry eraser board, etc.  
 
Examples of these interventions in the Coping Cat program are listed in Table 1. 
 
Table 1: Examples of Interventions 
 
Intervention  Example from Coping Cat   
Play Intervention  Therapist uses puppets, dolls, doll house, 
clay, games, therapeutic books, etc.  
Free Play  Therapist offers child different games to 
choose from at the start of the session. 
Therapist gives child free time to play with 
toys as a reward.   
Goal-directed play  Therapist uses “Personal Facts” game or 
“Ungame” to gather information from 
child. Therapist uses puppets to model 
coping skills.  
Combined-type play  Therapist allows child to select a game. 
During the game, the therapist begins 
talking about the child’s experience with 
anxiety.  
Cognitive-behavioral interventions  Psychoeducation on anxious self-talk;  
cognitive restructuring to modify anxious 
self-talk; relaxation skills training; problem 
solving skills training; role play; positive 
reinforcement (i.e., stickers, praise, free 
play); homework  
Cognitive-behavioral interventions 
implemented with developmentally 
appropriate materials 
Show-That-I-Can (STIC) homework task; 
worksheets with thought bubbles; note 
cards with cues for coping skills; drawings 
of somatic sensations associated with 
anxiety; dry ease board or chalk board used 




Rating of Play and Cognitive-Behavioral Interventions 
  
1. Please record the presence of play interventions/ materials. If a play intervention/ 
material is used, note if it is free play, goal-directed play, or combined-type play.   
2. Please record the presence of cognitive-behavioral interventions. If a cognitive-
behavioral intervention is used, note if it is a cognitive-behavioral interventions 
implemented with developmentally appropriate materials.  
3. When rating begin as soon as the therapist and child enter the room. 
4. When timing intervention/ material begin timing as soon as the intervention starts. 
5. Please note the duration, in minutes, of each intervention.  
 
Definition of Process Variables 
 
Collaboration - in the context of the therapeutic relationship, collaboration can be 
defined as an agreement on goals and an emphasis on teamwork to assist in 
accomplishing those goals. During the session in which skills training take place, the 
following therapist behaviors are indicative of a collaborative relationship: 
 The therapist and child work together to decide which activity to 
complete.  
 The therapist actively consults with the child throughout the session, from 
the selection of task to processing after the completion of the task. 
 Throughout the session, the therapist encourages the child’s participation 
and involvement and encourages feedback from the child.  
 The therapist fosters a sense of togetherness by using words such as “we, 
us,” and “let’s.” 
 
Involvement: defined as the child’s willingness to participate behaviorally in therapy 
task and to self-disclose, ask questions, and engage in the therapeutic material; child 
involvement is indicated by the following behavior: 
 The child initiates a game/ activity, discussion, or introduces new topics. 
 The child makes suggestions to change the task suggested by therapist. 
 The child offers information about him or herself (self-disclose). 
 The child demonstrates enthusiasm in therapy-related tasks and appears 
actively engaged. 
 The child asks the therapist questions or for further explanations. 
 The child elaborates on points made by the therapist and demonstrates an 
understanding of session content.  
 
In contrast, the following behavior can be indicative of negative involvement: 
 The child is withdrawn, passive, or nonresponsive to the therapist. 
 The child is inhibited or avoidant in participation (e.g., not fully 
participating). 
 The child attempts to distract activities away from therapy-related tasks, 
either verbally or behaviorally.  
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Rating of Process Variables 
 
1. During coding look for following behaviors  
Therapist Behavior  (Collaboration)  Child Involvement  
-therapist consults (or negotiates) with 
family regarding agenda, goals, or activity 
-therapist encourages feedback 
-therapist uses together words (we, lets, us, 
joint) 
-sense of teamwork 
-child actively participates in activity/ 
session   
-child appears enthusiastic about activity/ 
task 
-child quickly and easily directed to 
activity/ task 
-child initiates a discussion or elaborates 
on therapist’s point 
-child demonstrates an understanding 
 
2. When determining a global rating score  
a. First consider # of segments  
Number of Segments  Rating  
0 None  (0) 
1-3 Minimally (1) 
4-6 Somewhat (2) 
7-9 Mostly (3) 
10-12 Very Much (4) 
 
b. Second consider these additional behaviors (this may slightly change your 
score in one direction or the other) 
Therapist Behavior 
(Collaboration)  
Global Rating  Child Involvement  
No collaboration  Not at all (0) No child involvement  
Therapist minimally consults , 
encourages feedback, or uses 
few together words  
Minimally (1) Child minimally involved 
and demonstrates passive, 
withdrawn, or oppositional 
behavior 
Therapist gives some options 
and uses some together words  
Somewhat (2) Child moderately involved, 
may demonstrate some 
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slight passive, withdrawn, 
distracted, or oppositional  
Therapist consults, negotiates 
and encourages feedback; uses 
together words, sense of 
teamwork 
Mostly (3) Child mostly involved, 
initiates, enthusiastic; slight 
distraction but easily 
directed; no opposition  
Therapist frequently consults, 
negotiates,  encourages 
feedback, uses together words, 
and there’s a sense of teamwork 
Very much (4) Child very much involved, 
initiates, enthusiastic, may 
be slightly distracted but 
easily redirected; child 
elaborates and shows 
understanding  
 
*If it is a FCBT session, we are still rating the child; however, (if the parents are talking) 
consider if the child is involved in the collaborative process and if the child appears to 
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APPENDIX B 
SKILLS TRAINING RATING FORM (STRF) 
Case  #:           Session #:  Gender: Male/ Female    Rater: 
1. Please check intervention used during each 5 minute segment. 
Minutes/  
Intervention  
0-5 5-10 10-15 15-20 20-25 25-30 30-35 35-40 40-45 45-50 50-55 55-
60 
Total # of 
Segments 
Free play               
Goal-directed play               
Combined-type play               
CBT intervention               
Developmentally 
appropriate CBT 
             
Therapist Behavior 
(Collaboration)  
             
Child Involvement               
2. Please check off any play or developmentally appropriate materials used during this session.  
Play Materials  Developmentally Appropriate Materials  
 Game 
 Puppets  
 Dolls/ Action Figures 
 Doll House  
 Clay  
 Books  
 Other ________________ 
 Worksheet(s) 
 Dry Erase Board/ Chalk Board 
 Drawing/ Construction Paper  
 Crayons/ Markers  
 Note Cards  
 Other ________________ 
 Other ________________ 
3. Please rate process variables.  
Therapist Behavior/ Collaboration (work together): *Not at all = 0, Minimally = 1, Somewhat = 2, Mostly =3, Very much =4 
Child Involvement (child actively engaged): *Not at all = 0, Minimally = 1, Somewhat = 2, Mostly =3, Very much =4 
Notes:   ___________________________________________________________________________________________________ 
__________________________________________________________________________________________________________ 
